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Introduction 


The tobacco epidemic is one of the major public health problems of our times. Unparalleled expansion of tobacco 
production and aggressive marketing towards people throughout the world, and particularly people in low income 
areas, means that individuals and their nations are losing lives and resources in staggering numbers. Tobacco use 
causes at least 14 fatal diseases, and is expected by 2030 to be the greatest cause of death, killing more people 
than any single disease, preventing millions from living longer lives in better health. 


NGOs from every sector can play a role in reducing the terrible toll of the tobacco epidemic. NGOs can educate 
their constituencies and mobilise vast numbers of individuals and organisations to support tobacco control 
activities, oppose tobacco industry tactics, and advocate for governmental action. 


Governments are becoming more aware that tobacco use is harming their economies and causing unnecessary 
premature deaths among their citizens. However, governments are surrounded by competing interests and may 
be reluctant to introduce strong legislation and resources for tobacco control programmes. It is necessary for NGOs 
to play an important role in advocating appropriate tobacco control measures to their governments and institutions 
responsible for health matters and then monitoring needs and progress. 


The Tobacco Free Initiative launched by the WHO has created a new momentum in the battle against tobacco. 
This initiative is facilitating the development of an international treaty, the Framework Convention on Tobacco 
Control, which can give an international basis for national programmes. NGO support for this process is essential 
for an effective treaty that provides the foundations for clear gains in public health. 


In May 1999, delegates of international non-governmental organisations met in Geneva at the WHO Headquarters 
to examine ways in which they could contribute to tobacco control and prevention activities, and encourage the 
Framework Convention process. Working groups looked at how reducing the tobacco epidemic is necessary in 
international efforts to protect children, work for equity for women, provide adequate education and health care 
and assure basic human rights and sustainable development. 


The meeting reinforced awareness that only with a combined effort of governmental, non-governmental and private 
sector organisations, and the support of a large proportion of the general public, will the strength and vigour be 
found to successfully reduce the number of tobacco-related diseases and deaths and act against those who defend 
the interests of the tobacco industry. 


NGOs from every sector can play a role in reducing 
the terrible toll of the tobacco epidemic. NGOs can 
educate their constituencies and mobilise vast 


numbers of individuals and organisations to support 
tobacco control activities, oppose tobacco industry 
tactics, and advocate for governmental action. 


Why are we here? 
Introduction to the meeting 


Kjell Bjartveit, MD, MPH 
President of the Governing Council, INGCAT 


Summary 

We face the greatest epidemic, the greatest medical disaster, in this century. Tobacco diseases are already the most 
important cause of death among men in richer countries, and will become so soon for men in low income areas, and 
continue to grow dramatically among women. But the tobacco disaster cannot be expressed only in traditional 
health-related terms. Tobacco use is already causing economic havoc to low income countries and impeding sustain- 
able development. We are up against a mighty enemy with almost unlimited resources that does everything possible 


to spread the epidemic. With few exceptions, politicians have limited their involvement to rhetoric about their deep 
concern. They listen less to the science and more to the tobacco industry lobbyists. However, we see the dawn of 
anew day with the involvement of WHO and the development of an international Framework Convention on 
Tobacco Control. We need full mobilisation of NGOs all over the world. With this meeting, new partnerships will 
be formed. We need to rethink our strategy about mobilising action, broaden our targets, develop new control 


measures, lobby governments, support the WHO, and more effectively fight our enemy. 


On behalf of INGCAT, the International Non 
Governmental Coalition Against Tobacco, I have the 
honour to welcome you all to this meeting. We are 
very impressed to see attendance from so many non- 
governmental organisations. 


Why are we here? 
I shall try to give seven reasons. 


We are here because we are facing the greatest epi- 
demic, the greatest medical disaster, of the century. 
Right now, 4 million people a year are killed by 
tobacco. But this is only the tip of the iceberg. By the 
year 2030 this figure will have increased to 10 million; 
one Titanic disaster every 78 minutes. 


In 1979, the dynamics of the tobacco epidemic were 
outlined by a WHO Expert Committee, and in 1994 
illustrated by Lopez, Collishaw and Piha. Smoking 
started among men -- young, well-educated, well-off 


men in urbanised areas in industrialised countries. 
Then it spread to other male segments of the popula- 
tion. After 50 years a peak was reached, and smoking 
decreased, first among high status men. The epidemic 
leaves the arena in the same order as it arrives. Among 
poor men in rich countries, and among rich men in 
poor countries, the peak has not yet been reached. 


Some fifteen years after the men, women start to 
smoke — and again, young, high status groups are the 
first to take up the habit. In some rich countries, the 
peak has already been reached, and fortunately at a 
lower level than among men. In some poor countries 
smoking has just started among women. 


Some fifteen years after starting smoking, the smokers 
begin to pay the toll of their deadly habit. In some rich 
countries the peak percentage of all male deaths 
caused by smoking in a country has been reached, at 
a level of about one third of all deaths, and a decline 
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appears -- first in high status groups. Among women 
in rich countries, mortality has not reached its peak. 


In poor countries, it will be a long time before the 
male turning point is reached, and among women, 
there are few tobacco-related deaths -- as of yet. 


This model tells us what we can expect in the future. 


Why are we here? 


We are here We are here because the tobacco 
ose ie need disaster cannot be expressed 
full mobilisation == ny in traditional health-related 
NGOs Se terms - it goes far beyond that. It 
one cee causes economic havoc to low 
Director General income countries, it increases 
in her endeavour, the need for food imports, it 
so that immediate attacks vulnerable populations, 
and strong action it destroys poor families’ house- 


hold accounts, it causes defor- 
estation and impedes true sus- 
tainable development. 


can be taken by 
the governments. 


Indeed, tobacco problems are not the exclusive 
domain of cancer, heart and lung societies. 


Why are we here? 


We are here because we are up against a mighty 
enemy -- one who has almost unlimited resources at 
its disposal. An enemy that does everything it can to 
spread the epidemic. An enemy that knew its products 
caused disease, death and addiction, and knew this 
before the health community as a whole. An enemy 
that has, however, consistently denied this knowledge 
-- even under oath. 


Why are we here? 


We are here because of the poor response from 
governments to this tragic situation. 


Prevention is government’s business. When a com- 
munity faces a serious epidemic, government 
involvement is an urgent necessity. The whole 
community is now under threat, and common action 
by its governing bodies is imperative. 


Faced with this enormous health problem, one would 
have expected a gigantic, aggressive, co-ordinated 
action against this man-made epidemic and against the 
powerful industry that has caused it. 


And what has happened? With few exceptions, aston- 
ishingly little, really. In general, the politicians have 
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been watching from the sidelines, and their involve- 
ment has been limited to rhetoric and expressions of 
deep concern. They have not taken adequate action on 
the warnings from the health community -- on the 
contrary, they have listened to the arguments of the 
enemy, whose lobbying activity is tremendous. In the 
United States the industry hired one lobbyist for every 
two members of Congress, and spent over $30 million 
in lobbying fees last year, according to former 
Surgeon General C. Everett Koop. 


Why are we here? 


We are here because we see the dawn of a new day. 
Last summer, the new WHO Director General 
declared that the tobacco problem would be at the 
top of her priority list. Already, we see new activities 
being developed, the Tobacco Free Initiative. WHO is 
now being joined by other UN agencies, which have 
given full support to an international treaty on tobacco 
control, the Framework Convention on Tobacco 
Control. 


For decades, many of us had been hoping for this. 
Now it is becoming a reality. 


Why are we here? 


We are here because we need full mobilisation of 
NGOs all over the world that can support the WHO 
Director General in her endeavour, so that immediate 
and strong action can be taken by the governments. 


National NGOs have been pioneers in tobacco 
control, through health education and influencing 
public opinion, through advocacy for legislative 
measures, and through a fearless fight against 
the enemy. In 1967, the American Cancer Society 
and other American NGOs took the initiative and 
organised the first World Conference on Smoking 
and Health; World Conference no. 10 was held in 
Beijing in 1997, and in August 2000 no. 11 will take 
place in Chicago, USA. 


For many years now, some international NGOs have 
also been in the forefront. The International Union 
Against Cancer -- the UICC -- was the first to launch 
a tobacco control programme. Already in 1969, the 
UICC published a national report, Influencing 
Smoking Behaviour, which outlined a comprehensive 
smoking control programme. In 1976 a new report fol- 
lowed, Lung Cancer Prevention, which served as a 
manual for a long series of seminars that the UICC 
conducted all around the world. Since then, other 
international organisations have followed. A recent 


publication of interest is the IUATLD’s manual 
Tobacco control and prevention - a guide for low 
income countries. 


After the 9" World Conference in Paris in 1994, an 
important step was taken. Three major international 
NGOs, UICC, IUATLD and World Heart, founded 
the International Non Governmental Coalition Against 
Tobacco, INGCAT. The aim was to mobilise large 
numbers of people through national affiliates. 


During recent years it has become apparent, however, 
that a much broader spectrum of NGOs is needed 
than the traditional health-oriented ones. We need 
new allies who can include tobacco control in their 
mandated goals. 


Another group of allies has recently appeared in the 
arena, the pharmaceutical companies, which are will- 
ing to invest in tobacco control efforts. Hence, greater 
financial support for tobacco control is now avail- 
able, which creates a completely new situation. The 
pharmaceutical industry is sponsoring this meeting, 
and we are very grateful for that. 


One main objective of this meeting is to establish new 
partners, and if this is achieved, it will be a milestone 
in INGCAT’s activities. 


Why are we here? 


We are here to re-think our strategy in the light of 
these new developments, and this will be done in the 
working groups. We need input from new associates 
in order to know how to 


@ mobilise new advocates into joining our ranks. 
How can we develop strategies that will appeal to 
them? By attaching more importance to issues like 
sustainable development, human rights, equity for 
women, consumer protection, elimination of 
exploitation and the fight against poverty? Also the 
traditional NGOs involved in tobacco control need 
to be re-awakened; we know, for example, that 
many national cancer, lung and heart societies do 
not take an active role in tobacco control. 


@ define a broader scope of target groups for our 
activities. Children are indeed a prime target; how 
can we prevent them from being influenced by the 
self-destructive behaviour of the adult world, how 
can we protect them from being seduced by the 
tobacco industry, and from being exposed to invol- 
untary smoking? Women are another target; how 


can we mobilise their resistance to tobacco industry 
marketing tactics, so that a further increase in smok- 
ing rates can be avoided? In addition, do we have 
other groups that need attention, for example the 
countless number of smokers who desperately want 
to quit, and to whom we can now offer new and 
promising cessation methods? 


@ develop new control measures. We already have a 
wide range of measures that have proved to be effec- 
tive. Used in combination -- as an anti-tobacco 
cocktail -- each measure may have a synergistic 
effect upon the others, and bring about a clear fall 
in consumption. But do we have new methods that 
have not been tried out before? How can we enable 
education about tobacco -- in a broader context? 


e lobby governments and politicians more effec- 
tively. Many politicians are still sitting on the fence. 
How can we provoke the ignorant and reward the 
progressive? One day the children of today will 
have reached the age when they themselves are suf- 
fering from tobacco-related diseases. Who will they 
then put on trial for having caused an enormous 
amount of human suffering? The tobacco industry 
will, of course, be the main offender. But it will 
have an accomplice, namely 
today's politicians who knew, 


but didn’t act. In whose hands 


does the future 


lie? In the hands 
@ promote the WHO Tobacco of the tobacco 
Free Initiative. How can industry? Or in 
NGOs all over the world the hands of 


work together with WHO for 
the common cause? How can 
we inspire each other? 
United we are strong. 


decision-makers 
within all govern- 
ments and all 
relevant members 
of the UN family? 
And finally, we need input in 

order to know how to 


e fight the enemy. We would be truly naive if we did 
not grasp the fundamental fact that the root of the 
problem is the conflict between health interests and 
economic interests. The health community wishes to 
maintain and improve health, and therefore, for 
them, smoking must be reduced and in the long run 
eliminated. The industry wants to maintain and 
improve sales, and therefore, for them, smoking 
must increase. There is no way of harmonising these 
conflicting interests. 


During this meeting, we shall be confronted with data 
on present and future mortality. Mortality today tells 
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of risk in the past. Risk today tells of mortality in the 
future. The past is past, and nothing can be done about 
it. But the future is in our hands! The pessimistic 
predictions do not need to become reality. We do have 
the possibility to influence today’s risk and alter the 
future. 


A fundamental question remains then: In whose hands 
does the future lie? In the hands of the tobacco indus- 
try? Or in the hands of decision-makers within all 


governments and all relevant members of the UN fam- 
ily? Their hands should be raised in a vote that com- 
mits them to a radical programme that will bring this 
epidemic to a halt. 


Our task - as voluntary organisations - should be to 
assist them in achieving this goal. And that’s why we 
are here. 


Welcome to the meeting. 


WHO and NGO Partnerships 
for Global Tobacco Control 


Gro Harlem Brundtland, MD 


Director-General, World Health Organisation 


Summary 
For the first time in history, WHO is exercising its constitutional right to negotiate a convention — the Framework 
Convention on Tobacco Control (FCTC). The FCTC will provide a long-term mechanism for co-ordinating the 
actions of countries and communities in the fight against an epidemic that is killing 4 million people per year and 
will kill 10 million by the year 2030, of which 70% will be in the developing world. WHO counts the NGO com- 


munity as an essential partner in this fight. In the build-up to negotiations about the FCTC, WHO looks to NGOs 
to stimulate national debate; form networks; lobby governments and policy makers; provide technical expertise; 
mobilise public support and expose the practices of the industry. The Tobacco Free Initiative (TFI) has a strong 
NGO presence in its activities and one of its roles is to maximise WHO-NGO partnerships. Such collaboration is 
crucial if governments are to make informed decisions and formulate a powerful convention. 


Distinguished guests, 


I am delighted to be speaking at this forum. A year ago 
in this very room, I told the Executive Board that 
health is everybody’s concern and that together, we as 
an organisation, would strive to place public health at 
the top of national and international agendas. 


A year into my new responsibilities, I remain con- 
vinced that this is the way to go. We have to take a 
broad view on health issues. Health is not just about 
hospitals, x-rays and tablets. Health is about life and 
living and individual and social responsibility. It 
leaves nobody indifferent. Health is everybody’s con- 
cern. At the dawn of the next century we have to 
ensure that health issues emerge and remain as a major 
area of national and international concern and action. 


This will not happen automatically. We have to seize 
the initiative. The good news is that we have science 
and evidence, truth, public health and justice on our 
side. With clear objectives, concerted action and a lit- 
tle bit of luck, we should be able to make our point. 


WHO cannot do this alone. The NGO community is 
a natural ally in our struggle to give health and related 
issues the profile they deserve in places where policy 
is made and resources are allocated. It was a campaign 
goal to integrate the NGO 
community more closely into 
our work. The Tobacco Free 
Initiative (TFI) has taken the 
lead in ensuring NGO presence 


Health is about 
life and living 
and individual 


in all its activities. Some NGOs and social ; 

serve on TFI’s Policy and responsibility. 

Strategy Advisory Committee It leaves nobody 
indifferent. 


while others are already work- 
ing in the Regions. 


Very early in its life, TFI called a small group of inter- 
national NGOs and media people to a seminar on 
tobacco industry disclosures here at WHO. This was 
part of its search for the best evidence in addressing 
a key public health issue, and to look at the role of an 
international organisation like WHO in profiling and 
addressing it. Clearly WHO has the scientific and 
moral authority necessary for global tobacco control. 
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It was pointed out to us that WHO should help collect 
and collate evidence to show how the tobacco industry 
had positioned itself. 


WHO is serious about enlarging the scope of NGO 
interaction further. While we have met with small 
groups of NGOs in the past year, this is the first time 
that we have what can be called a WHO-NGO meet- 
ing. It seems only right that we are directing our com- 
bined energies at tobacco. 


Make no mistake. Diverse and different as we and 
our constituencies are, we face a common threat from 
the tobacco epidemic. Whether we represent farming 
communities, women’s organisations, professional 
medical groups or consumer organisations, we all 
stand to lose if we do not stem the tide of tobacco that 
kills people even as it saps national treasuries. 


Tobacco kills 4 million people per year. By 2030, 
tobacco will kill 10 million people per year, over 
seventy percent in the developing world. There is 
nothing inevitable about this — we don’t have to help- 
lessly count the dead. As we go from one century to 
the next taking with us astounding gains in medicine 
and science, one story that stands as woefully neg- 
lected is the tobacco story. 


The reasons for this appalling neglect are many, but 
none of them are scientific, just or reasonable. That 
makes our struggle both easy and difficult. Easy 
because the science that underpins our action is indis- 
putable. Difficult because the tobacco industry’s 
spread and grip is as silent as the epidemic itself. 


The globalisation of tobacco trade and marketing 
represents a real challenge for us. As the tobacco 
industry documents make clear, the industry acts as a 
global force. } 


That is why public health needs to cross borders, and 
itself serve as a global force. 


I spoke of the NGO community as a “natural ally” in 
our search for justice and equity. I speak from personal 
experience. Over ten years ago the World Commission 
on Environment and Development, which I had the 
honour to chair, gave me ample opportunity to see just 
how effective the NGO movement can be in shep- 
herding national debates on an international issue. 


It was clear to all of us in the Commission that if sus- 


tainable development was to have any meaning, it 
would have to be integrated into the broader equation 
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of development, environment and equity. The “NGO- 
eye” was quick to spot this critical link. We all had to 
be curious, innovative and daring. 


The NGO World has often been first to identify threats 
to society. Whether it be the question of breast-milk 
substitutes or landmines, saving trees, the world’s 
water resources or protecting future generations from 
a nuclear holocaust, the NGOs have pushed govern- 
ments and policy makers to act on the evidence. 


In the area of human rights and individual freedoms, 
the role of the NGOs has been particularly remarkable. 
Stone walls have crumbled and tanks have stopped 
rolling because NGO action has helped governments 
and societies re-write rules and in some cases, even 
history. The list is long, the actions many. But what 
unites all these struggles is the search for justice 
whether it be social, political or economic. Public 
health belongs to this league. 


And now back to tobacco. WHO and its Member States 
are in the process of negotiating a Framework 
Convention on Tobacco Control (FCTC). It will be the 
first time that we, as an Organisation, are exercising our 
constitutional mandate to negotiate conventions. 
Through the convention process, we want to unite the 
best of science, best of evidence, best of law and best 
of economics to address a public health threat that kills 
one human being every ten seconds. People should 
expect nothing less from the world’s lead health agency. 


Tobacco is a global problem that needs global solu- 
tions such as those that will be crafted through the 
FCTC process. Our intentions are clear. We don’t 
expect the world to be smoke free just because of our 
work. Neither do we expect our task to be easy. But 
we believe that the process of negotiating this 
Convention will serve to hold up mirrors and spread 
knowledge, commitment and the necessary aware- 
ness. The FCTC will provide a long-term mechanism 
for co-ordinating the actions of countries and commu- 
nities in addressing the tobacco pandemic. 


The world counts 1.2 billion smokers today. If our 
combined efforts succeed in holding that figure or 
bringing that down by two to three hundred million, 
we would have advanced the cause of public health in 
a significant way. 


We now have new insights thanks to the court cases in 
the United States. We now have documentary evidence 
to show how the tobacco industry systematically sub- 
verted science, sold addiction as an act of free choice 


and spared no one as they claimed new markets, 
increasing the number of victims. The World No 
Tobacco Day this year focuses on cessation. But to 
every person out there who may be thinking of light- 
ing the first cigarette today, I would like to say — 
don’t, your addiction may be programmed. 


In our view there is no freedom more sacrosanct than 
the public’s right to know and the right to make 
informed choices. As for our priorities, they will be 
decided by science and evidence. The evidence on 
the ground tells a horrible tale of public health disas- 
ter brought about by tobacco and tobacco smoke. 


The obvious question now is — what role do NGOs 
play to help the FCTC process? As we see it, the pri- 
mary role of NGOs is to establish networks, formulate 
expectations from Member States (as well as from 
the WHO), provide technical expertise on issues, and 
monitor and expose abuses. 


NGOs working together in a loose network can help 
mobilise public and political support for the FCTC. A 
major contribution of the NGO community to our 
process would be to cut through the dense and opaque 
“diplomatese and legalese” that surround the issues 
thereby rendering them more human so that their 


Make no mistake. Diverse and different as we 
and our constituencies are, we face a common 
threat from the tobacco epidemic. Whether 
we represent farming communities, women’s 
organisations, professional medical groups or 
consumer organisations, we all stand to lose if 
we do not stem the tide of tobacco that kills 
people even as it saps national treasuries. 


public health impact becomes visible. The non- 
governmental sector can educate and activate. 


The FCTC is not just any Convention — it is potentially 
a public health movement. WHO does not and cannot 
have any ready-made solutions. WHO can only act 
as a catalyst. The right mix of policy interventions 
will be decided by Member States, by parliaments, 
governments and civil society. 


This is why we need your work and support. We are 
in this together, to save lives and to give children and 
young people a real choice. 


Thank you. 


Tobacco Control Now and in Future 


Prof. Judith Mackay, MD 


Director, Asian Consultancy on Tobacco and Health, 
Hong Kong, China 


Summary 

In spite of centuries of knowledge and decades of action, 10 World Conferences and many regional, national and 
sub-national meetings, the number of smokers is growing, more are dying, children are still taking up the habit and 
more than 40% are exposed to ETS, and the economic costs are escalating. In addition, the epidemic is being trans- 
ferred to developing countries so that by 2030 only 15% of the world's smokers will live in developed countries. 
Only if there is a substantial increase in efforts to prevent children from smoking and to assist smokers to quit, will 


the epidemic be reduced. The tobacco epidemic presents different problems and difficult strategies for governments 
more used to fighting malaria and TB, and many are mistakenly concerned about the economic consequences of 
tobacco control action. The greatest obstacle is the tobacco industry. However, new events or initiatives can lead to 
real steps forward to limit the epidemic, including the public release of internal tobacco industry documents, new 
partnerships within the tobacco control community, successful litigation, and the important commitment of the 
WHO, with the Tobacco Free Initiative programme and development of a Framework Convention for Tobacco 
Control. 


We have known for centuries that tobacco is harmful. 1950: ENGLAND, USA: 2 major reports on 


smoking published 
6000 BC: AMERICAS: The tobacco plant begins 
being grown LYSL: JAPAN: Ist major study on passive 
smoking by Hirayama 
ca.1 BC: AMERICANS begin smoking and using 


We are failing. 
In spite of centuries of knowledge and decades of 


tobacco enemas 


1600s: CHINA: Philosopher Fang Yizhi points 
out that long years of smoking 'scorches 
one's lung’ 


1729: BHUTAN: First documented legislation 
bans tobacco use in all religious places, 
still observed 


1761: ENGLAND: Ist study of tobacco effects 
by John Hill 


action, 10 World Conferences and many regional, 
national and sub-national meetings -- the number of 
smokers is increasing; more are dying; children are 
still taking up the habit and more than 40% are 
exposed to ETS; and the economic costs are escalat- 
ing. In addition, the epidemic is being transferred to 
developing countries so that by 2030 only 15% of the 
world's smokers will live in developed countries. If 
we only continue to do 'more of the same' the statis- 
tics will be: 


Ay 


THE GLOBAL TOBACCO EPIDEMIC 
in 2000 and 2030 


2000 2030 
Number of smokers 1.26 b 1.6b 


Tobacco deaths (annual) 4m 10m 
Children exposed to ETS 700 m 770 m 


Economic losses, US$ 200 b 27? 


There are several reasons why this information has not 
been translated into action by governments and even 
by the health profession. 


The epidemic is different, and 


Unless there — difficult for governments more 


aremassiv€ — sed to fighting malaria and TB. 
efforts putinto = any are mistakenly concerned 
cessation, about the economic consequen- 
— “up ces of tobacco control action. 
, = But the greatest obstacle is 
expected i gioeeis the tobacco industry: Internal 
before 2030 tobacco industry secrets are 
among those who now spilling out through once- 


confidential company docu- 
ments, under disclosure require- 
ments from the Minnesota trial. 
The documents reveal how the industry: 


already smoke. 


- concealed information on tobacco, 

- lied to governments, the media and, most impor- 
tantly, to the smoker, 

- recruited scientists all over the world to challenge the 
science, especially on passive smoking. 


But the tobacco industry documents say much more: 


“Collect and use articles ridiculing antis. 
Blow the antis out of the water. 
Sue the bastards! 
Get watchdogs to investigate anti's fund allocations. 
Make it hurt to take us on. 
Infiltrate the World Health Organisation. 
Fund lung cancer research. 
Endow chairs for indoor air research. 
Create a scientific journal. 
Acquire major media vehicle. 
Develop our own radio programming. 
Create or buy a popular Science magazine. 
Acquire an insurance company. 
Organise “spontaneous” protests on our issues. 


it 


Cement relationships with women smokers, e.g., 
re: childcare. 
Create greater pressure on politicians. 
Let politicians know the downside of anti activity. 
To do this, take on a vulnerable candidate, 
beat him/her, let people know we did it.” 


What more must be done? 


This list is only too familiar to those already working 
in tobacco control, and includes: 


@ Establishment of a National Office to co-ordinate 
tobacco control efforts in every country. 


@ Licensing of nicotine as an addictive drug with 
manufacture, promotion and sale under regulatory 
control by agencies such as the Food and Drug 
Administration in the United States. 


@ Smoke-free areas in workplaces, indoor public areas 
and public transport. 


@ Bans on all promotion of tobacco products, includ- 
ing supra-national advertising via satellite, cable, 
films and internet. 


@ Plain black and white cigarette packets containing 
only brand name, tar and nicotine levels, and health 
warnings. 


@ Tar levels below 15 mg all over the world. 
@ Health education by all nations. 


@ Tobacco on the curriculum in medical and health 
schools. 


@ No “Duty Free” tobacco. 


@ Cessation. Unless there are massive efforts put into 
cessation, there will be no reduction in the 200 mil- 
lion deaths caused by tobacco expected to occur 
before 2030 among those who already smoke. 


@ Data on prevalence, mortality, economics, attitudes 
and public opinion. 


@ Greater regional co-ordination, such as in the 
European Community and the Association of 
South East Asian Nations. 


@ Electronic networking, such as Globalink 


@ Litigation by individual claimants, class action suits, 
and also governments suing to recover tobacco- 
attributable health care costs. 


@ Partners in fighting the tobacco epidemic should 
include a wide range of women's groups, youth 
leaders, lawyers, economists, environmentalists, 
religious leaders, consumer pressure groups, sports 
bodies, and many others. 


@ Appropriate funding from government and the 
private sector. 


What is new? 


Exposure of tobacco industry documents 

This has changed the public perception and credibility 
of the tobacco industry. Now that it is known that the 
industry has lied about addiction and the health effects 
to the smoker, the responsibility for the epidemic has 
moved from the smoker to the tobacco industry. 


Partners 
New partnerships are developing between NGOs, as 
evidenced here today. As with all partnerships, guide- 
lines are needed for these various partners to work 
together. 


Litigation 

Suing the industry is increasing -- by individual 
claimants, class action suits, and also by governments 
suing for tobacco-attributable health care costs. 


WHO/TFI 

In 1998, the new Director General of WHO, Dr Gro 
Harlem Brundtland, made tobacco one of her two in1- 
tial special cabinet projects. Funding has increased 
substantially (but not enough); staff numbers have 
gone from one to about 17; there is an air of optimism 
and dynamism. 


New partnerships are being forged, for example, 
within WHO (identifying tobacco actions in all 9 clus- 
ters), and also between WHO and the World Bank, 
UNICEF, the IMF, non-governmental organisations 
such as the World Medical Association, funding 
agencies, and the private sector, such as the pharma- 
ceutical industry and other businesses. 


There have been many projects, meetings, confer- 
ences and more by the TFI, and tobacco has been 
discussed by WHO at the highest level at meetings 
such as the 1999 World Economic Forum in Davos 
and the 9th International Conference of Drug 


Regulatory Authorities (ICDRA) in Berlin (1999). 


Already the tobacco industry has reacted: 
“WHO is behaving like a ‘super-nanny’.” 
“WHO will destroy the livelihoods of farmers in 
developing nations.” 
“The TFI has been ‘hijacked by zealots’.” 


... all good signs that WHO is being effective. 


FCTC: The WHO Framework Convention for 
Tobacco Control will move tobacco issues to a much 
higher profile within the UN and with national gov- 
ernments. The FCTC is essentially an internationally 
binding treaty between governments advocating 
model national tobacco control legislation but which 
also addresses transnational and transborder issues 
such as global advertising, smuggling and trade. 
Although the ultimate goal of the FCTC will be to 
strengthen national tobacco legislation and control 
programmes, the process of developing and imple- 
menting the FCTC will also have the following spin- 
off effects: 


@ Mobilisation of technical and financial support/ 
resources for tobacco control 


@ Raised awareness among many government min- 
istries, e.g. finance, trade, agriculture, international 
relations 


e@ Working together of WHO and NGOs 


The convention marks an important shift in the use of 
international legal instruments as a means of promot- 
ing public health. 


NGOs have an important role to play in the process, 
ews 


- NGOs in official relations with WHO can participate 
in negotiations as observers. 


- NGOs can disseminate scientific and technical 
information on the tobacco epidemic as the scientific 
rationale for the need of a convention. 


- NGOs can provide advice, mobilise public and 
political support, as well as develop strategies for 
lobbying and funding for work on the convention 
within each member country. 


ONLY IF THERE IS A SUBSTANTIAL INCREASE IN ALL EFFORTS TO PREVENT CHILDREN 
FROM SMOKING AND TO ASSIST SMOKERS TO QUIT, WILL THE EPIDEMIC BE CONQUERED. 


A 


The Urgency of Tobacco Control 


Nigel Gray, MD 
UICC and European Institute of Oncology 


Summary 
On examining tobacco control throughout the world we are forced to acknowledge that the tobacco epidemic is 
being treated with extremely varying degrees of urgency and achieving results that range from excellent to nil. The 
difference in success is not explained by the developing or developed country status. Indeed, many developed coun- 
tries have not reproduced the achievements made in others. A number of factors are blocking progress and need 


urgent attention. Governments are being influenced by the tobacco industry and its related industries; there is a 
general lack of data on smoking prevalence and cessation; cessation rates are low; public health lobbies are having 
to accept political compromises and sometimes lose ground due to disagreements between those fighting for the 
same goal. A sense of urgency needs to be spread more proactively and on a global scale. The first step is to contri- 
bute to and support the FCTC, which will provide NGOs with a common, authoritative point of reference in the 


fight against tobacco. 


The question in front of us is why tobacco is urgent. 
The simple fact is that some things are happening in 
the world that are not necessary. Lung cancer mor- 
tality in the former Socialist economies almost dou- 
bled between 1965 and 1995. We know what to do. 
We are doing it in some places and we are not doing 
it in other places. To give you an example of what is 
possible, there has been a substantial decline in lung 
cancer mortality in the UK, and an even more sub- 
stantial decline in Scotland. In Finland, there has 
been a 50% decline from the peak period of about 
20 years ago. 


In Finland we have a model of what can be achieved 
in tobacco control in an enlightened society: a 50% 
decline in lung cancer mortality. Over the past 
20 years, the annual number of lung cancer deaths 
per 100,000 among men has come down from 80 to 
40. In Hungary it’s gone from 50 to 295. Mortality in 
Hungary is climbing and is now 5 times the mortality 
in Finland. In the same period, whereas Finland 
achieved a 50% decline, Hungary achieved nothing. 


In the developed countries, in comparison with the 
developing countries, there’s a plateau in lung cancer 


mortality among males. That 
plateau has been achieved by 
the effects of work in about 
15 countries, where rates are 
declining, and they are balanc- 
ing the continued increase in 
rates in the other countries. So 
in sophisticated Europe, things 
are pretty uneven, despite the 
fact that it’s in that part of the 
world where you find most of 
the successful countries. There 
are others, Australia is one, 
Canada is one and America is 
one. But beyond the successful 


In Finland we 
have a model 

of what can be 
achieved 

in tobacco control 
in an enlightened 
society. And that 
is the urgency. 
What is happening 
in Finland is not 
happening every- 
where. 


countries, there are really no occasions in the world 
where we can find declines in mortality. 


And that is the urgency. What is happening in Finland 


is not happening everywhere. 


As 


and Massachusetts. You can get measurements for the 
whole of the US. But children’s smoking rates are 
simply not available in the majority of the world, even 
in the developed countries. That is a major issue that 
needs to be tackled as a matter of urgency. 


Since the 70s we’ve done away with debates with the 
tobacco industry. We’ve known the answers to every 
one of the tobacco industry’s debating points, and yet 
they are still convincing governments. Two years ago 
I visited the Minister for Health in Hungary, a cardi- 
ologist. He informed me that his colleagues had been 
persuaded by Philip Morris, the new owner of the 
tobacco monopoly in Hungary, that jobs would be 
lost if an advertising ban was implemented. 


If all of us went home from this meeting and took part 
in a lobby to get decent measurements of tobacco use 
prevalence in our own community, we'd be doing a 


You can go to Indonesia, and you can buy a cigarette 
which has a tar content of 55mg, against the European 
Union’s limit of 12mg. That 
cigarette with a tar content of 
55mg has no health warning on 
the pack. It has clove in it 
which adds to its allergic capac- 
ities. The tobacco industry is 
substantially influenced in 
Indonesia by the clove indus- 
try, which was, until recently 
and probably still is, owned by 
the relatives of the past 
President of Indonesia. Although we’ve run a UICC 
workshop or two in Indonesia, and there has been a 
WHO workshop or two in Indonesia, progress there so 
far has been nil. There is no cancer registry, there is no 
record of smoking prevalence, there is no trend line of 
smoking prevalence. And what can be said about 
Indonesia, which is probably the worst example, can be 
said for many other parts of the developing world in 
Asia, and in Central Europe and Eastern Europe. 


Children’s 
smoking rates 
are simply not 

available in the 
majority of the 
world. 


I’m unimpressed by progress which has been made in 
even the sophisticated countries. The sense of urgency 
in the European Union distresses me. It’s not possible 
to find good trends in prevalence in the European 
Union. Only recently, the first survey of smokers that 
gives decent data in the European Union has been 
done. In that survey, smokers in Europe were asked 
whether they received advice from their doctor to stop 
smoking, and only one third of those smokers had 
received such advice. And of the smokers that received 
advice, 11% of them had received advice on how to 
stop smoking. 


In Central and Eastern Europe, we do not know the 
trends in prevalence, because the measurements have 
not been made. If we want to look at children’s smok- 
ing, and in the long term, we desperately want to look 
at children’s smoking, data is available in about 
8 countries. Scandinavia is one part of the world 
where children’s smoking rates are measured. They’re 
measured well in the United Kingdom, in California 


fis 


significant service. And if we could go beyond that, 
and go into the schools to get a measurement of school 
smoking rates, and get it set up in such a way that we 
can have a national trend line, we’d take another 
important step forward. These simple things have 
not been done, and they are urgent. 


But we have been half-hearted in the action that we 
have taken. I don’t think we can blame WHO or UICC 
or anyone in this room for that, but we have been 
subverted by the tobacco industry in our successful 
action. We’ve had a couple of devastating losses. 
Europe has banned all forms of tobacco advertising, 
as from the year 2006. This is only 1999, so we’ve got 
seven years to go before Formula One Grand Prix 
races with tobacco advertising leave the screen. Now 
this is actually, for someone in the field, quite a dey- 
astating loss. 


Formula One races have varying audiences ranging 
from 350 million to 700 million. There’s a Formula 
One motorcycle group as well as the Formula One 
motor car group. I sat in a hotel room in New Delhi a 
few months ago and watched 
what Rupert Murdoch’s televi- 


sion was beaming into Asia. I If all of us went 
watched a promotion for the home from this 
Macau Grand Prix, a Formula ‘'™eeting and took 
One Grand Prix, which is all aa cae 
tobacco, just like the Formula inal 


One motor bike Grand Prix. 
I watched some very good golf 
out of Indonesia, sponsored by 
Dunhill, I watched the Motor 
Cross Rally and the African 
Safari, and I watched the 
cricket match in Pakistan, spon- 
sored by WD and HD Wills. In a single afternoon from 
one international global television station, I saw six 
tobacco-sponsored television events. This is another 
illustration of how serious the issue is and how urgent 
it 1S. 


of tobacco use 
prevalence in our | 


In fact, if we could make a single intervention to stop 
the global transmission by television of tobacco- 


sponsored sporting events, we'd be doing something 
really significant. We could probably achieve that if we 
persuaded Rupert Murdoch to get off the board of 
Philip Morris and develop a conscience. But I must Say 
that this simple intervention that may be too hard for us 
to achieve would nevertheless be extremely effective, in 
that we would no longer beam tobacco advertisements 
into developing countries at innocent people. 


Really, we should look at our own back yard, and 
realise that although we pride ourselves on many of 
our achievements (and in other frames of mind I do get 
up and bang myself on the chest and take pride in 
achievements we have made over the years), we have 
not done nearly enough, and we have not dealt effec- 
tively enough with the issues. It remains distressing to 
someone experienced in the field that we lost the 
European advertising ban, because Mr. Ecclestone 
gave a million pounds to the Labour Party in England, 
and the Labour Party in England voted to delay the 
advertising ban in Europe. They gave the million 
pounds back because they were caught accepting it. 
But we should realise that even in sophisticated 
countries with governments which are presenting new 
standards in morality, the tobacco industry is still 
influential. 


So in the European end of the world, despite the fact 
that there have been significant successes, we still 
need a serious sense of urgency. 


I'll just move across to the United States, and skim 
over the events of the last year or two, because, there 
again, the public health community has had a serious 
disaster. It looked until last year as though the United 
States government would conclude a settlement with 
the tobacco industry and that Congress would agree to 
that settlement. As a result of that settlement, the 
tobacco industry would accept extremely severe 
restrictions, although not optimal, certainly severe 
restrictions and would pay a very large amount of 
money not only in compensation but to fund anti- 
smoking activities. Such was the state of affairs in 
American courts at the time that the tobacco industry 
wanted that settlement. But the settlement did not 
become law. And why not? Because the public health 
community divided and argued with itself. Kjell 
Bjartveit, with his usual wisdom, said in his talk that 
we should fight the enemy. My message is that it is 
just as urgent that we remember not to fight among 
each other. The divisions within the public health 
community in the United States last year were directly 
responsible for the loss of that legislation in Congress, 
directly responsible for what has happened with the 


United States tobacco industry. It is not riding high, it 
has not recovered its credibility. It has increased its 
prices and it has decreased its profits as a result of the 
money it has to pay in out-of-court settlements. But it 
is nevertheless still in profit, still doing very well. 
This is another indication of the need for urgent 
action. 


Tobacco is the largest public health problem on the 
planet which is still avoidable. We know what to do, 
and we’ve demonstrated that it can be done in some 
small countries. Indeed, we’ve seen useful movement 
in some large countries, and taken some really sig- 
nificant steps forward. The legislation which has been 
achieved in China, yet to be 
implemented fully, neverthe- 
less exists in the face of the 


international tobacco industry. If we could 
That is a triumph. We thank  ™@ke a single 
intervention 


Judith Mackay for all the work 
that was done there with 
Richard Peto. We’ve tri- 
umphed over enormous odds 
in a lot of places. 


to stop the global 
transmission 

by television of 
tobacco-sponsored 
sporting events, 
we'd be doing 


But my sense of urgency still something really 


remains with me. Tobacco has significant. 
to be treated as a chronic dis- We could probably 
ease -- that’s offensive to me. I achieve that if 
started life as an infectious dis- we persuaded 
ease physician. I saw diphthe- Rupert Murdoch 
ria disappear. Between 1955 to get off the board 
and 1960 I saw the polio epi- of Philip Morris 
and develop 


demic disappear. I knew at the 
beginning of the 60s that I 
would never see another case 
of polio. Now that was a simple 
example of a public health measure understood and 
introduced and effective. But we have not done that 
with tobacco. 


a conscience. 


We understand the nature of the tobacco problem. We 
know what we need to do. But we have not suc- 
ceeded in doing it on a global basis. We have not been 
able to spread the sense of urgency. What can we do 
urgently? There are some very important simple things 
to do. One of them is to support the WHO Framework 
Convention. We need a good, strong, government 
advisory system in place which we can all wag our 
fingers about and quote. Non-governmental organi- 
sations can then mobilise themselves and do some 
finger wagging because that is after all what we can 
be. We can be professional finger-waggers and if 
we're careful, we can wag a very big finger. 
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Why Tobacco Companies 
Behave as They Do 


David Sweanor 


Senior Legal Counsel, Smoking and Health 
Action Foundation, Canada 


Summary 
When engaging in tobacco control it is necessary to study the tobacco industry. This industry can be characterised 
as the 'disease vector' for the tobacco epidemic, and the behaviour of tobacco companies can be explained by a 


combination of factors. In the case of the private sector tobacco companies, and particularly the large multinationals 
such as Philip Morris and BAT, their behaviour is due to a combination of the profit motive, the nature of their 
products and people and the regulatory environment in which they operate. This paper explores these issues with a 
view to assisting efforts to effectively reduce the death and disease caused by tobacco. 


The disease vector 


In sixteen years working as a lawyer on issues of 
tobacco control there are various lessons that I have 
learned. Foremost among these is the fact that any 
time we engage in any potentially effective public 
health measures we invariably have to deal with the 
tobacco industry. It is an accepted fact among my 
friends and colleagues working on these issues that if 
the tobacco industry is not opposing you, then you are 
probably not doing anything useful. 


Understanding the tobacco industry thus becomes a 
key issue for anyone working to achieve tobacco 
control goals. Why does the industry do what it does, 
and how can we best achieve global health objectives 
when confronted by this industry? 


In looking at tobacco-caused diseases and the role of 
the tobacco industry we can start by looking at how 
we deal with other diseases. For instance, in dealing 
with malaria we know that the disease is caused by a 
parasite, that the parasite is transmitted by mosquitoes 
and that the mosquitoes benefit from environments 


such as swamps. There are various methods through 
which we seek to control malaria. But any approach 
to malaria control in which mosquitoes were ignored 
would not likely be very successful. 


Tobacco-caused diseases can be looked at much as we 
would look at malaria. These diseases are caused by 
an agent; the agent being tobacco products. This dis- 
ease agent, like the parasites which cause other dis- 
eases, would be much less of a problem were it not for 
the fact that the disease agent has a vector — something 
that gets the disease agent to large numbers of people. 
And, when looking at the diseases caused by tobacco 
products, that disease vector is the tobacco industry. 


Seeing the tobacco industry as a disease vector helps 
in determining what sort of efforts we can undertake 
to effectively deal with the epidemic of tobacco- 
caused illness. Since the major transnational tobacco 
companies are also legal entities publicly traded on 
major stock exchanges there are many ways to deter- 
mine what causes them to act as they do, and to inform 
us as to how best to achieve public health aims. 
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Corporate disease vectors are, in many ways, different 
from the vectors for communicable diseases. The moti- 
vation to survive and to thrive is, however, the same. 
For tobacco companies, that means profits, which are 
determined by a combination of 
the products they sell, the peo- 
ple employed and the regulatory 


If the tobacco “ae 
environment within which this 


industry had 
to adhere to the activity takes place. 
principle of 
“polluter pays” The profit motive 
it would be out The multinational tobacco 
of business. 


companies, like all public com- 
panies, exist to make money 
for shareholders. For tobacco 
companies the profits can be huge. It is not unusual 
for these companies to be making returns on invest- 
ment of in excess of 100% per year. This is extraor- 
dinary for any company, and virtually unheard of for 
the sellers of an established product. Yet tobacco 
companies are able to make such profits year after 
year. 


The secret of tobacco company financial success is 
due to a combination of factors. To begin with, the 
product is very cheap to make. Cigarettes can be 
manufactured for less than a penny a piece. In fact, in 
some markets in Asia and Africa cigarettes are sold at 
retail (inclusive of taxes) at less than 20 cents a pack. 


A product that is cheap to make is not necessarily a 
ticket to riches. The financial success of the tobacco 
industry is based upon its ability to sell this inexpen- 
sively manufactured product with a huge markup. 
Those cartons of 200 cigarettes the companies make 
for less than two dollars are often sold (before the 
addition of taxes and retailers’ markups) for five times 
that amount. 


These profit margins are attained, in part, because the 
tobacco industry is an oligopoly (i.e. an industry 
where a small number of players control the market). 
In most countries a significant majority of all cigarette 
sales are controlled by no more than two companies. 
These companies typically compete on issues of 
image rather than on price, which makes sense given 
the relatively low price-responsiveness for tobacco 
products. Tobacco oligopolies lose money when they 
compete on price and make significantly higher prof- 
its when they coordinate price increases. As the 
tobacco industry consolidates, the giants (Philip 
Morris and BAT) grow ever larger, national markets 
are increasingly dominated by fewer players and the 
companies become more financially powerful. 
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The overall profitability of this industry is a result 
not just of having a very profitable product, but selling 
a lot of it. The global market for tobacco products is 
huge. Cigarettes alone account for an annual global 
market of $300 billion. To put this in perspective, this 
is equivalent to the combined sales of the entire phar- 
maceutical industry. 


Finally, these profits are maintained by the ability of 
the tobacco companies to pass on their costs to others. 
Tobacco is a huge net drain on the world’s resources. 
With each cigarette consumed, humanity becomes 
poorer. If the tobacco industry had to adhere to the 
principle of “polluter pays” it would be out of 
business. The industry survives and thrives because 
it is able to keep its profits and to pass on its costs to 
others. Governments, families and individuals end up 
burdened with the costs from smoking while tobacco 
companies retain the profits. 


This profitability results in two main problems for 
tobacco control activities. In the first instance it gives 
the tobacco industry a massive interest in opposing 
anything which could adversely impact upon its busi- 
ness. Secondly, it gives the industry the resources 
with which to oppose any such measures. 


The product 


Modern tobacco products are finely-tuned nicotine 
delivery devices. Leading nicotine researchers have 
pointed this out, and the tobacco industry’s own 
internal documents, released as part of recent U.S. 
litigation, show that these com- 

panies appreciate this fact. 


Corporate disease 


Nicotine, as delivered by ciga- vectors are, 
rettes, is highly addictive. in many ways, 
When absorbed into the lung different from 
via smoking, nicotine reaches the vectors for 
the brain within seconds and communicable 
gives a significant “spike”. As diseases. 


The motivation 

to survive and to 
thrive is, however, 
the same. 


the effects wear off there is an 
urge for a further “spike” lead- 
ing to another cigarette. While 
most smokers will start smok- 
ing for social reasons, they 
become dependent, and con- 
tinue smoking as a way of obtaining nicotine. 


The result of this dependence is that the tobacco 
industry has a market where the consumers cannot 
easily leave, regardless of how they personally feel 
about the product. While a large proportion of smok- 
ers do want to quit, success rates are low, being in the 


range of 3%-5% for unaided quit attempts in devel- 
oped countries (and unaided quit attempts have been, 
and still are, the norm). This must have traditionally 
given great reassurance to tobacco companies. They 
could raise their prices (and, hence, their profits) or 
witness major health promotion campaigns, and know 
that few of their customers would be successful in 
quitting. Tobacco company documents illustrate this 
point. The companies would monitor attitudes to 
smoking, intention to quit and quit attempts on an 
ongoing basis. But they would also see that the great 
interest in cessation actually resulted in relatively few 
of these smokers being successful. 


From the perspective of the tobacco industry as a 
disease vector based upon economics, the nature of 
its product leads to various conclusions. One is the 
importance of new recruits. If people can be induced 
to try tobacco products there is a significant likelihood 
of a long-term flow of profits. In addition, young 
people are worth more to tobacco companies than are 
older persons because young people offer a longer 
future revenue flow. 


The people 


Tobacco industry employees are often very different 
from the people associated with other industries or 
occupations, and this is particularly so in countries 
where tobacco control activities are well advanced. I 
have talked to tobacco executives who say that they 
have trouble socializing, that they are ostracized when 
they tell people what they do for a living. They often 
have limited contacts, preferring the company of other 
tobacco company employees so that they do not feel 
as threatened. 


But it has not always been so. Several decades ago 
tobacco jobs were not all that different from other 
forms of employment. There may have been moral 
concerns about tobacco use, but the product was not 
seen as fundamentally different from a wide range of 
other products. 


As health concerns arose it appears that tobacco 
executives sought to “fix” the problems. They talked 
of determining what was causing disease so that that 
substance could be removed from the products. For 
a while they seemed to think there could even be a 
marketing advantage to less harmful products, leading, 
in the 1950s, to some industry admissions which go 
beyond what we are used to even today. It soon 
became clear, however, that cigarettes had no safe 
level of consumption. The product killed when used 


exactly as intended and was the cause of an epidemic. 
This greatly limited the scope for industry actions to 
reduce the death toll, and was further aggravated by 
the role of industry lawyers. These lawyers sought to 
prevent crippling lawsuits by avoiding any direct or 
indirect acknowledgements of the magnitude of the 
risk from the products. 


So what were tobacco executives to do? From an 
ethical standpoint it could be said that the tobacco 
companies and their executives should have signifi- 
cantly changed their approach towards assisting 
efforts to reduce the use of their 
products. But that did not hap- 


pen, and for very good reasons. An analysis of the 


legal environment 


To understand what did happen for tobacco 

we need to look at corporate products shows 
culture, which is largely dic- that regulatory 
tated by corporate law and eco- structures have 
nomics. Acting in the interest greatly aided 
of “public health” was simply and abetted the 


not an option, as corporate tobacco epidemic. 
lines of responsibility would 

prevent it. Tobacco company 

executives, no matter how well intentioned, report to 
senior executives, who report to boards of directors, 
who in turn are guardians of the interests of the share- 
holders. Admitting and dealing with the problem was 

a “non-option”, as it would have effectively destroyed 
the companies. 


The fallback was a strategy of denial. There was no 
‘middle ground’ for a product with no safe level of use 
and enormous health consequences. The goal became 
one of looking to delay any eventual demise of the 
industry while cashing in on its remarkable prof- 
itability. The industry quickly moved from dealing 
honestly with issues of science and into issues of 
politics, law and public relations. Confusion became 
their primary “product”. 


The regulatory environment 


Since tobacco companies can be seen as a disease 
vector functioning within the environment of econo- 
mics, it is important to look at what might constrain 
its activities; looking at what allows the companies to 
be as effective as they are at making money while 
perpetuating an epidemic. This leads to the analysis of 
relevant laws, as the legal environment is what dictates 
much of the economic possibilities for any given 
industry. An analysis of the legal environment for 
tobacco products shows that regulatory structures have 
greatly aided and abetted the tobacco epidemic. 
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Tobacco products were exempted from consumer 
protection legislation when these laws were devel- 
oped during this century. These new laws dealt with 
issues such as foods, drugs, poisons and hazardous 
products, and were designed to protect the public 
from unreasonable and unnecessary risks. Tobacco 
products were already on the market when such laws 
were brought forward and the (justified) fear was that 
rigorous application of such laws to tobacco products 
would effectively ban them. 


It may have been a purely pragmatic decision to 
exempt tobacco products from these consumer pro- 
tection laws. Certainly, banning a product used by a 
large percentage of the population is not something 
politicians do lightly. But this approach created two, 
probably unintended, consequences which have 
greatly shaped tobacco company behaviour since 
that time. 


The first is that tobacco products not only avoided 
being regulated under generalized consumer protec- 
tion laws, but also avoided any alternative regulatory 
controls. This can be hard to understand from a pol- 
icy perspective, as it would have seemed reasonable to 
say that tobacco products should have their own 
specific regulatory regime; one that could have 
reduced risks associated with their availability on 
the market. Yet any regulatory controls on tobacco 
products themselves are still virtually non-existent 
and even regulations concerning the promotion 
and sale of tobacco products are of relatively recent 
vintage. 


The second problem is that any product that could 
potentially compete with existing tobacco products on 
the basis of health is caught under the consumer 
protection laws from which tobacco products had 
been excluded. As a result non-tobacco forms of 
nicotine delivery are prevented from being marketed 
despite the fact that it is tobacco-based delivery vehi- 
cles, and not the nicotine itself, that cause the vast 
majority of the harm. The result of such a policy 
environment is the creation of a ‘nicotine mainte- 
nance monopoly’ where anyone who needs or wants 
nicotine on an ongoing basis has no choice but to get 
it from tobacco products — with the attendant 50% 
long term mortality risk. 


This has created a situation where tobacco companies 
are not forced to innovate out of any concern of 
competition from novel products. Even smoking 
cessation products, caught by the laws tobacco prod- 
ucts skirt, are generally greatly restricted in terms of 
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whether, how and where they can be sold. Tobacco 
products are given such a significant regulatory advan- 
tage that the economic environment is tilted in their 
favour. From a public health perspective this creates 
the counterproductive situation of having the deadliest 
delivery system being given the greatest marketplace 
advantages. 


Not only does this regulatory environment protect 
tobacco companies from competition, it also discour- 
ages innovation within the tobacco industry. Any 
industry innovations that really could reduce death 
and disease are under constant threat of falling outside 
of the nicotine maintenance monopoly and being 
caught by consumer protection laws. Further, any 
indication of a less deadly product would fly in the 
face of the industry’s long-held position of denying 
that smoking kills, raising serious litigation concerns. 
Either way, any innovative product would cause great 
legal hardship (both in terms of regulation and litiga- 
tion) that would likely ban the product. 


The result is that tobacco companies are protected 
from health-based competition from elsewhere and 
threatened by the potential consequences of their own 
innovations. The safest, and most lucrative, course for 
the industry is to continue the marketing of a uniquely 
deadly product. 


How we can win 


If we are to make serious progress in countering the 
tobacco epidemic we must deal with the disease vec- 
tor. And to do that we must change the environment 
that currently allows this disease vector to thrive. We 
have to deal with the “swamps”. This means we must 
look at how we change the regulatory environment to 
make the manufacturing and marketing of such a 
deadly product less economically viable. 


There are various possibilities that have been used or 
could be used. One is to use economic policy (such as 
tobacco taxes) to make tobacco products more expen- 
sive. Another is to reduce the marketing opportunities 
for tobacco products through restrictions on where and 
how tobacco products can be sold. We can also impact 
on market forces by increasing consumer awareness of 
risks (through health warnings, public education cam- 
paigns and ending tobacco product promotion) and 
limiting where these products can be used. 


Beyond these measures, many of which are already 
implemented, we need to look at the potential to 
specifically regulate tobacco products. We could 


remove the economic viability of certain industry 
courses of conduct by limiting what they are allowed 
to sell. 


Laws could also force health-based competition on the 
tobacco companies. A logical first step is to allow 
much greater availability of products to treat tobacco 
dependence. Few countries are making pharmaceuti- 
cal cessation products widely and easily available to 
consumers. No country makes the products that treat 
tobacco dependence as available as the products that 
cause the dependence. Yet if more of those who want 
to quit or reduce their smoking were able to, the 
tobacco industry would become far less lucrative. 


Finally, it could be valuable to look at measures that 
can directly impact upon the viability of the tobacco 
industry’s profits. Legal liability for harm caused 
is a viable and proven strategy. Another would be to 
use competition law as a way of preventing the 
tobacco industry from generating monopolistic 
products. 


We can deal with the tobacco epidemic. To do so 
we need to understand the tobacco industry, the way 
it operates and the ability to change the economic 
environment in which it exists. Should we succeed, 
the health gains will rival the greatest breakthroughs 
in the history of public health. 
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Summary 

Of the 1.2 billion smokers in the world today, 800 million are in developing countries. Indeed, consumption is 
growing fastest among the world’s poorest. Unknown to many developing country governments that welcome these 
foreign “investors”, tobacco spells bad economics for their countries. Governments effectively spend huge amounts 
on treating tobacco-related diseases and/or suffering from the loss of their active workers, who can no longer 
support their families. In tobacco-growing countries, any profits bypass the country’s economy and enrich instead 


the transnationals. Cheap labour is exploited and fertile land tied up in tobacco when it could be producing food. 
The industry takes advantage of the lack of legislation and markets products with tar content and additives that have 
long been outlawed in developed countries. Aggressive advertising and promotion strategies are hooking millions 
of the world’s poor into a habit that will force them to spend a huge proportion of their income on cigarettes and 
add smoking-related illnesses to an already heavy burden of disease. Immediate action on a national as well as 


international scale is essential. 


In 1971, the British Medical Journal published an edi- 
torial about the 2"! World Conference on Smoking and 
Health and the editorial issued a warning. “There is a 
real danger in this deadly habit being exported to the 
younger countries of Africa and Asia, and the rest of 
the world has a responsibility to see that this is not 
done. We have already produced millions of slaves 
to cigarettes in our own land. To export the slavery to 
the developing countries would be very wrong.” 
Today, after almost 30 years, it is clear that this slavery 
has indeed been successfully transported to develop- 
ing countries where millions are now enslaved in its 
poverty, diseases and death. Of the 1.2 billion smok- 
ers in the world today, the majority, 800 million, are 
in developing countries. The truth about tobacco is 
that countries where consumption is growing the 
fastest are also among the world’s poorest. The living 
standards of the developing countries of these 800 mil- 
lion smokers tell us that the effects of smoking will be 
far worse. Nearly three-fifths of the population lack 


access to sanitation, a third have no access to clean 
water, a quarter do not have adequate housing, and a 
fifth have no access to modern health services of any 
kind. 850 million people are illiterate, 2 billion chil- 
dren are anaemic, about 17 million people in devel- 
oping countries die each year from curable infectious 
and parasitic diseases. And come 2030, a greater fate 
is awaiting the poor people from the developing world 
where we now know that 7 million are projected to die 
from tobacco use. 


Ladies and gentlemen, while the per capita consump- 
tion of tobacco fell by about 10% from 1970 to 1990 
in developed countries, it increased by about 64% in 
developing countries during the same period. And per 
capita consumption has more than doubled in coun- 
tries such as Haiti, Indonesia, Nepal, Senegal and 
Syria, while it has tripled in the Cameroon and China. 
China’s increase in tobacco consumption has been 
the most dramatic. Sixty-one percent of Chinese men 
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smoke, which means that China alone accounts for 
300 million smokers, about the same number as in all 
the developed countries combined. Tobacco may 
eventually kill about 50 million of all of the children 
alive today in China. 


Most developing countries spend far more foreign 
exchange on tobacco imports than they gain in tobacco 
exports. Even for those countries that do export a 
significant amount of tobacco, most of the profits 
from the global trade go to the multinational tobacco 
corporations rather than to the developing countries’ 
treasuries. Philip Morris, RJ Reynolds and British 
American Tobacco, the world’s largest non-state 
multinational tobacco companies now own or lease 
plants in at least 50 countries. And in 1997, these 
three companies had a combined revenue of more 
than $65 billion, a sum greater than the GDP of Costa 
Rica, Lithuania, Senegal, Sri Lanka, Uganda and 
Zimbabwe combined. Tobacco transnationals are 
notorious for using aggressive advertising and pro- 
motional tactics not allowed at home. Malaysia, for 
example, has now come to be known as the world 
capital of indirect advertising. 


Effects of smoking are devastating on developing 
countries. There are 1.3 billion people in developing 
countries living on less than one dollar per day. 
Smoking makes them even 
poorer. Cigarettes can cost a 


Many of the smoker about 25% of his 
children who start income. Smoking two packs a 
smoking 


day can siphon off about 30% 
of a poor man’s income in 
Malaysia. A poor man in China 


or using tobacco 
in poor countries 


| 
det eo can spend up to 60% of his 
underweight fe income on cigarettes. Of course 
wasting. this takes away income badly 


needed for more basic needs 
for the family. And should he 
become incapacitated, he loses the ability to bring in 
the income; should he die due to a smoking-related 
disease, his family loses their breadwinner altogether. 


The burden of smoking on government is great. 
Tobacco costs governments money treating tobacco- 
related diseases, which their limited health budgets 
cannot meet. The statistics speak for themselves. For 
example, costs in Guatemala are $800 million, in 
Costa Rica $534 million and India $8 billion. In 1993 
alone, China gained about $5 billion in cigarette taxes 
but then lost $8 billion in productivity and health care 
costs. The amount spent on tobacco in poor countries 
exceeds what is spent on health care and education. 
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Vietnam has a GNP per capita of $290 and most of its 
people earn less than $1 a day. Its annual expenditure 
on cigarettes represented six times the amount spent 
on health care and twice the amount spent on educa- 
tion. 


Ladies and gentlemen, we know that 80% of those 
who start smoking do so before the age of twenty, and 
this is quite consistent across the globe. However, 
we must see the problem in a different context when 
considering children from poor countries who already 
have a disadvantaged start in life and will probably 
continue in this disadvantage well into adult life. 
Many of the children who start smoking or using 
tobacco in poor countries are already malnourished, 
underweight or wasting. In Pakistan, there are about 
1,200 children who take up smoking every day. 
Pakistan’s government spends 1% of its budget on 
health, 2% on education. Fifty-one percent of 
Pakistani children do not have enough to eat, or are 
moderately to severely underweight. We can see the 
problems that tobacco will reap in Pakistan in the 
years to come. 


It is these children that companies such as BAT hook 
into a lifetime of addiction and suffering through 
lies and deception. In India, 92% of its children are 
underweight and wasting, yet each day, 55,000 chil- 
dren in India start using tobacco. And about 5 million 
children under the age of 15 are already addicted to 
tobacco. Now although cigarettes form about 20% of 
India’s market, the transnational cigarette companies 
are engaged in an aggressive campaign to capture and 
convert India’s 250 million tobacco users, particu- 
larly the young. And tobacco use is growing at the rate 
of about 5-7% in India. And what is India’s health 
budget? 1% of national budget, which is no match 
to handle the carnage of the tobacco-related diseases 
that are upon its poor. Similarly in other countries, 
such as Cambodia, Vietnam, Indonesia and Nepal, 
more than half of their children are underweight and 
wasting, and many of these are entrapping themselves 
in tobacco addiction early in life. It is also apparent 
that governments, health workers, social organisa- 
tions and children’s organisations have not fully 
realised the wide impact of smoking on these children. 
We must now include tobacco control activities as an 
important aspect of health education and improving 
public health. 


The problem is further complicated when you have 
poor children in many developing countries directly 
involved in the tobacco business so that they and their 
families can just eat for that day. They either sell 


cigarettes or are involved in its cultivation. In India, 
children are employed at 35 cents a day to roll bidis, 
and now I hear bidis are exported to the US. It is 
becoming fashionable for the rebellious young 
American kids to now smoke bidis. 


Tobacco transnationals are turning to developing 
countries not only to expand their markets but for a 
source of less expensive tobacco. One reason for low 
prices is that much of the direct and indirect cost is 
absorbed by the farmers, their families and the envi- 
ronment in southern countries. Tobacco farmers in 
developing countries are poor and their cultivation is 
usually carried out on small-scale farms of less than 
one acre. This is on fertile land that can sustain food 
crops. Tobacco cultivation is not as lucrative a crop as 
it is often made out to be. The lion’s share of the prof- 
its go to the companies and not to the farmers. 
Tobacco cultivation therefore usurps the place of food 
crops. Land under tobacco cultivation world-wide is 
estimated to be able to feed about 10 to 12 million 
people. As a result, governments and people have to 
bear the burden of the higher cost of imported food. 


In Kenya, food production in tobacco growing districts 
has decreased as farmers have shifted from food crops 
to tobacco. However, the net income from tobacco is 
less than what the farmers would earn from food 
crops. BAT is the largest agribusiness company in 
Kenya contracting some 17,000 farmers to cultivate 
tobacco over an estimated 15,000 hectares of fertile 
agricultural land, but what those farmers earn is not 
enough to buy sufficient food for the family. Tobacco 
cultivation is labour intensive and capital intensive. It 
requires about 1,200 labour hours per acre, compared 
to maize, which only takes about 107 hours. A survey 
done by UNICEF in one tobacco-growing district in 
Kenya reports that 52% of the children in that district 
either suffer from chronic or acute malnutrition, or are 
underweight. 


The situation is similar for Brazil, as well. Today, 
Brazil is the world’s largest exporter of tobacco, 
exporting more tobacco to the US than any other 
country. Brazilian tobacco is primarily used by 
Philip Morris and other transnationals to make less 
expensive brands that cost only half that of American 
tobacco. But life for Brazil’s tobacco farmers is diffi- 
cult and riddled with debt and ill health. 


Governments of developing countries should also take 
responsibility for supporting and promoting tobacco 
cultivation, for running state tobacco monopolies, for 
allowing tobacco transnationals to flood our markets 


and not giving smoking the priority it deserves as it 
continues to ravage our people. The answer to the 
question, “Who will produce tomorrow’s American, 
British and Japanese cigarettes” is quite clear. The 
Marlboro Man and Joe Camel are now riding cheaply 
out from factories in developing countries to meet 
international markets. Like in many other interna- 
tional companies, the tobacco transnationals are not 
only good at securing markets among developing 
countries but also shifting production overseas. 
Tobacco transnationals such as Philip Morris, RJ 
Reynolds and BAT have all started production in many 
Asian countries. For example, in Vietnam in 1997, 
RJ Reynolds’ local venture sold $1 million worth of 
cigarettes to Canada and Germany. Vietnam’s poverty 
makes it a prime target for foreign tobacco companies 
looking for countries with cheap labour and available 
land to produce tobacco. Ironically, the locals consider 
this an advantage and welcome the employment 
opportunities for its poor. Damon Incorporated, one of 
the world’s largest tobacco leaf dealers was one of the 
first foreign companies to open an office in Vietnam, 
and it now develops new crop varieties for what it 
hopes to be a growing market. The local manager is 
clear about why Vietnam was selected by this com- 
pany. “Because of cheap labour, Vietnam can sell the 
majority of its tobacco for less than $3 per kilo. We 
will be extremely competitive. Tobacco is a fairly 
stable commodity. Come boom, come bust, there will 
always be smokers.” 


Ladies and gentlemen, liberalisation of trade is cer- 
tainly not good news for the smoking epidemic in 
developing countries. In India, previously formed 
tobacco companies could only enter the country 
through joint ventures and had to export at least half 
of their production. The Indian government has 
relaxed this ruling, and since August of 1998, multi- 
national corporations have a 100% ownership of 
several manufacturing plants in the country. Market 
predictions are that the transnationals will initially 
operate through joint ventures and licensing arrange- 
ments with the Indian companies but will eventually 
take over the market completely, much as they have 
done in other countries. Similarly, tobacco transna- 
tionals forced their way into the Chinese market in 
1998, in exchange for admitting China into the WTO. 


Fighting tobacco requires resources, which of course 
seem to be a never-ending problem among third world 
governments and NGOs. In fact it appears that we 
should be fighting poverty first. The world has more 
than enough resources to accelerate progress in human 
development for all and to eradicate the worst forms 
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of poverty. It has been estimated that the total yearly 
investment required to achieve universal access to 
basic social services would be approximately $40 bil- 
lion, or 1% of world income, and that should cover 
costs for basic education, health, nutrition, productive 
health, family planning, safe water and sanitation. 
The resources are available but perhaps not chan- 
nelled for tobacco control and human development: 
@ While provision of basic education for all would 
require $6 billion, $8 billion is spent on cosmetics 
in the US; 
@ While water and sanitation for all would require $9 
billion, Europeans spend $11 billion on ice cream; 
@ While reproductive health for all women would cost 
$12 billion, Europeans and Americans spend $12 
billion on perfumes. 
@ While basic health needs could be provided for $13 
billion, people spend $17 billion on pet food in the 
US and Europe. 


People spend $35 billion for entertainment in Japan; 
$50 billion for cigarettes in Europe and $105 billion 
for alcoholic drinks. 


Ladies and gentlemen, smoking and tobacco should be 
seen as a parity issue in developing countries. The 
statistics illustrate that it is devastating for our 
economy, and for our farmers and for our smokers and 
non-smokers alike. And now I’ll make some sugges- 
tions on what we can do. 


1. While fighting tobacco, the war must be fought 
both nationally and internationally. Internationally, 
we must stop market expansion activities to devel- 
oping countries. Free trade arguments should not 
be put to tobacco at all. We must expose all forms 
of double standards including those practised by our 
governments. Our colleagues in the US, UK and 
Japan have an extra responsibility of tackling and 
shackling the tobacco transnationals. 


2. Tobacco control is cost-effective. Anti-smoking 
campaigns are the most cost-effective measures to 
improve health after childhood immunisation. An 
anti-smoking campaign costs between $20 to $40 
dollars per year of life gained, compared to $18,000 
per year of life gained from lung cancer treatment. 
By spending less on treatment that many poor 
countries cannot afford anyway, and more on anti- 
smoking efforts, more years of life can be changed 
with our limited resources. If health budgets for 
developing countries average 1% of the national 
budget, it is unrealistic to expect any resources 
from the government for comprehensive tobacco 


fy 


control programmes. Perhaps it will be more real- 
istic to generate money by increasing tobacco 
prices. Raising tobacco prices is one of the simplest 
and most effective methods for significantly reduc- 
ing tobacco use, especially among young people. 
Surveys indicate that smok- 

ers in developing countries 


are much more sensitive to Raising tobacco 
price changes than their prices is one of 
counterparts in developed the simplest and 
countries. We must also set most effective 
aside tobacco tax for tobacco methods for 
control. Experiences from Significantly 
many countries actually reducing tobacco 
show that a tobacco tax pro- pana =, 
posal is politically popular. Seuola: 


And it can significantly 
increase revenue. Australia 
has been a very good exam- 
ple for us all to follow. We must impose equivalent 
taxes on all tobacco products to avoid substitution. 


3. We need community-based health programmes. In 
communities where two-thirds of the population 
do not read and write, it is crucial to devise simple 
and low budget programmes. Local government 
health groups and other organisations should all 
be involved in tobacco control programmes. There 
are simply not enough tobacco control advocates 
to handle this project alone. Health groups and 
other anti-tobacco lobbies can play a key role in the 
development of comprehensive national tobacco 
control programmes. We need to face up to tobacco 
crop cultivation and stop all subsidies for cultiva- 
tion. We must also continue to push for bans in 
all forms of direct and indirect advertising and 
promotions of cigarettes. 


For us in the developing world, we understand epi- 
demics and outbreaks only too well. Malaysia has 
just overcome a Japanese encephalitis outbreak. 
During the past five months, we mobilised the health 
sector and veterinary department to attend to the emer- 
gency. The army was brought in to kill one million 
pigs. We raised millions to rescue pig farmers whose 
business was affected. We effectively used the mass 
media to educate the public. All in all, about 100 peo- 
ple died of this outbreak, and we brought it under 
control within months. And I certainly did not see 
my government making deals with the vector, nor 
protecting the business that raised the vector. 


Ladies and gentlemen, the smoking epidemic is more 
serious for us in the developing world. It has already 


claimed lives over the years and caused untold misery 
and suffering to millions. And it has robbed our gov- 
ernments of precious resources. This epidemic has now 
infected 800 million people, half of whom will die 
because of it -- we are all now very well informed 


about the statistics. This epidemic has a vector and it 
takes political will to destroy the vector. It is our respon- 
sibility to convince our governments to put tobacco 
control as top priority and to illustrate that tobacco 
exacerbates poverty and is bad economics all round. 
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Summary 
Answers to the question, “why do young people smoke?” have typically been sought by trying to establish what 
demographic, social and individual characteristics are related to the habit and can predict its onset. However, unlike 
many other threats to public health, smoking is unusual in that it has a very powerful, multi-national backer — the 
tobacco industry — promoting and encouraging its spread. An alternative answer to the question “why do young 


people smoke?” therefore, is that they do so because the tobacco industry offers them something better than the 
health promoter. This suggests that there is much to learn from the industry, not only to combat their activities, but 
also to guide tobacco control strategies. This paper will first explain the principles and practice of tobacco 
marketing, using examples and industry documents. It will then highlight some of the lessons that emerge from 


this analysis for those in tobacco control. 


Marketing: Tobacco’s Pied Piper 


Answers to the question “why do young people 
smoke?” have typically been sought by trying to estab- 
lish what demographic, social 
and individual characteristics 


Marketing are related to the habit and can 
ensures that predict its onset. Over the years 

the company’s a plethora of studies have 
ettorts focus ie shown that parental, sibling and 
the profitable peer smoking (1,2,3,4), having 
satisfaction only one parent (2,5,6), being 

- pany a girl (7) or a poor academic 

ig wlan te achiever (2,3), intending to 
environment smoke when older (8), starting 
remains favourably to smoke at an early age (3) 
disposed towards and having certain beliefs about 
this end. the consequences of smoking 


(4) are all important factors. All 
these insights help guide the 
development of anti-smoking initiatives. 


However, unlike many other behaviourally caused 
threats to public health, smoking is unusual in that it 
has a very powerful, multi-national backer - the 
tobacco industry - promoting and encouraging its 
spread. An alternative answer to the question “why do 
young people smoke?”’, therefore, is that they do so 
because the tobacco industry succeeds in recruiting 
and retaining them. 


They achieve this success by using marketing: a tried 
and tested business discipline that underpins the 
success of all the major corporations, from Coca Cola 
to Nike. In essence, marketing ensures that the 
company’s efforts focus on the profitable satisfaction 
of consumer needs and that the operating environ- 
ment remains favourably disposed towards this end. 


Effective tobacco control must, therefore, combat the 
industry’s marketing. The recent EU directive on 
tobacco advertising is a major step forward in this 
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respect. It came about after years of careful examina- 
tion of the industry’s advertising (9) and the impact of 
this on smoking prevalence, especially amongst the 
young. The resulting insights were put in the public 
domain and formed the basis of a highly professional 
and successful lobbying campaign. 


What is tobacco marketing? 


Marketing is everything the tobacco industry does to 
encourage the profitable use of their products. At its 
most obvious level, it takes the form of advertising. 
Indeed, advertising and marketing are sometimes 
seen as synonymous. However, marketing is much 
more than this (10,11). Firstly, advertising is only 
one technique marketers use to speak to consumers 
about the product: a raft of other methods, including 
sponsorship, direct mail, public relations, loyalty 
schemes, brand stretching, product placement and 
the pack itself are used to the same end. All this 
activity is brought together in the brand, which is 
carefully developed and honed to express the prod- 
uct’s “personality”. 

Secondly, the marketer doesn’t just need to tell people 
about the product, but also to ensure that it is priced, 
distributed and engineered correctly (11). In this 
context, “correctly” means in a way that meets the 
needs of the customer. This, of course, is likely to 
vary from one customer to the next. The marketer 
therefore divides his potential market into segments 
with similar needs, such as young starters or older 
established smokers, and targets them with appropri- 
ate pricing, distribution and product strategies. 


The last of these variables has become one of the 
most notorious in tobacco marketing. Disclosure of 
company documents, largely 
in the US, shows that manipu- 


Wide distribution lation of cigarette formulation 
ensures cigarettes is a key strategy. Many people 
become 


now argue, for instance, that 
Marlboro’s dominance of the 
cigarette market is as much 
due to the use of ammonia in 


omnipresent and 
a cultural norm, 
encouraging 
adolescents to 


overestimate the their tobacco as it is to the 
extent, and under- ubiquitous cowboy (12). The 
estimate the ammonia enables the smoker 
social disapproval, to get quicker and more acute 
of smoking. access to the nicotine, a neces- 


sity for the established smoker 

and a valuable hook for the 
starter. Similarly, the addition of organic salts to 
tobacco makes the smoke more palatable, especially 
to the new customer. 
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Pricing strategies are also important to tobacco. There 
is a strong link between price and product image and 
this provides a good way of reinforcing your brand 
and differentiating it from the competition. 


For the starter segment, premium pricing is appro- 
priate. Adolescents are extre- 
mely price insensitive and con- 
sistently opt for the more 
expensive products, if they are condnal cua 
visible and socially important. therefore, colle 
Therefore the pricing strategy the industry's 
should clearly demonstrate the marketing. 

high quality and style of the 

brand, if the product is to meet 

the adolescents’ needs for 

image and social status (13,14,15,16). 


Effective tobacco 


For established smokers, their addiction and maturity 
makes the price-image relationship less of an issue, 
making them more reluctant than starters to pay higher 
prices. However, the evidence suggests that consumers 
would rather cut back on essentials such as food than 
give up cigarettes altogether. The industry also runs 
couponing schemes and sales promotions to reduce 
the perceived price of smoking. These types of pricing 
strategy tie the established smoker to one particular 
brand and reward them for their custom. 


Distribution strategy helps build the brand personal- 
ity and target the specific needs of each segment. In 
the UK, for example, despite bans on the sale of 
cigarettes to minors, distribution tactics still play a 
big role in targeting them. Wide distribution ensures 
cigarettes become omnipresent and a cultural norm, 
encouraging adolescents to overestimate the extent, 
and underestimate the social disapproval, of smoking 
(17,18,19). 


More practically, marketers can place their products in 
those outlets where it is easier for adolescents to buy 
cigarettes and many of them do so successfully. A 
survey conducted in Scotland (1) found that on the 
last occasion that 11-15 year old smokers had tried to 
purchase cigarettes, as many of 83% of them had 
purchased them successfully. The vast majority of 
these purchases were made in newsagents, tobacco- 
nists or sweetshops. Shops like these depend for their 
livelihood on the income from tobacco and most owe 
much of their overall sales to children, making them 
a good option for under-age distribution. Indeed, a 
leaked 1990 memo from RJ Reynolds revealed how 
the sales team were actively encouraged to make con- 
tact with tobacconists near schools and colleges (20). 


For the established smoker, wide distribution also 
helps create an environment of normality and reas- 
surance. Furthermore, the distribution network is so 
complete that the smoker can rest assured that in 
almost all social situations, cigarettes will be readily 
available with little trouble. 


The product, pricing and distribution strategies are 
combined with the promotional strategy into a 
coherent whole, or marketing mix, to maximise cus- 
tomer satisfaction. Careful and continuous market 
research will be used to develop, monitor and adjust 
this overall strategy. Research is the industry’s eyes 
and ears, and we must establish our own network of 
eyes and ears if we are to combat them effectively. 


Beyond the customer 


But even this does not do full justice to marketing. It 
also moves beyond the final customer, recognising 
that their choices are going to be influenced by their 
social context. For example, public policy on sales to 
children, smoking in public places and subsidies to 
tobacco farmers are all likely to impact on their busi- 
ness. This means that tobacco marketers will also 
target politicians, retailers, farmers and even the sci- 
entific community to try and ensure that the operating 
environment remains as supportive as possible (21). 


Furthermore, they also have a great interest in keep- 
ing more general public opinion as favourable as pos- 
sible. The major threat to the industry comes from 
health advocates, legislators, and litigants, none of 
whom are likely to be susceptible to direct marketing 
activity. Interestingly, the threat they offer far out- 
weighs that from rival tobacco companies - the extent 
of brand loyalty among smokers is virtually unheard 
of in any other consumer goods market, with consu- 
mers switching brands perhaps two or three times in 
their smoking lives (16,22). 


The tobacco industry has therefore developed a highly 
sophisticated PR and publicity machine. From press 
releases, the lobbying of politicians, creating smokers’ 
rights groups, supporting good causes, to donating its 
_ prominent billboard space to political parties, the 
industry aims to take a pro-active stance in defending 
itself. 


A primary tactic of its PR machine is to passionately 
deny all claims that tobacco is either harmful, addic- 
tive or anything other than an exercise in free choice. 
Thus, the industry denies all claims that cigarette 
smoking is detrimental to the health of the smoker. 


Instead, via the use of media relations experts and its 
own strategically placed scientific experts, it claims 
that the relationship between cigarette smoking and 
disease is nothing more than the manipulation of 
statistics. The industry has now lost the debate. The 
epidemiological evidence is overwhelming. 


The industry has also vehemently denied that nicotine 
is either addictive or a drug, the argument being that 
it is a sociable habit which is enjoyed as much as 
drinking coffee or eating chocolate. Again the scien- 
tific evidence is now becoming incontrovertible. 


Finally, the industry has fought the idea that adver- 
tising influences consumption. Yet again their protests 
are looking increasingly feeble. 


However, none of these areas are failures from the 
industry’s perspective. This PR activity serves to 
confuse and dilute the health educators’ message to 
the individual; it provides governments with an excuse 
to continue relying on the revenues from the industry; 
and it ties up health activists in increasingly esoteric 
arguments that demand expensive, time-consuming 
and ultimately barren research. Both interesting 
examples of mutually beneficial exchanges. 


In the meantime the real concern — that large and 
powerful companies should continue to use a proven 
discipline and technology, marketing, to push a highly 
dangerous drug — goes largely unchallenged. Tobacco 
control needs to refocus attention on this issue by 
exposing their methods and specious arguments to 
public scrutiny. 


Human behaviour and strategic thinking 


Two key ideas underpin tobacco marketing. First, 
tobacco companies recognise that their fundamental 
concern is with human behaviour, whether it be that 
of the consumer or the politician. All manner of 
theories of behaviour are therefore of interest. At 
base, however, these theories are reduced to two basic 
tenets: in a liberal democracy human behaviour is 
voluntary and benefit driven. People do things because 
they want to and because there is something in it for 
them. As the tobacco industry might express it, ado- 
lescents use our products, retailers sell them and 
politicians help us because they want to, and they 
want to because they get a clear benefit out of so doing. 


Furthermore, the industry approaches this task from a 


long term, strategic perspective. Customer loyalty has 
become a by-word of modern marketing, ever since 
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researchers discovered that it costs five or six times as 
much to gain a new customer as keep an existing one 
(23). This has shifted the marketers focus from one- 
off transactions to ongoing relationships. The extent 
of this strategic thinking is perhaps most obvious in 
branding. Ads for Marlboro or Camel dating back 
fifty years still have clearly recognisable iconography. 


Equally long-term approaches are used with their 
other targets. One of the reasons tobacco marketing 
has remained relatively uncontrolled for so long, 
despite its lethal qualities being apparent for nearly 
50 years, is that industry has built up valuable relation- 
ships with politicians and decision-makers. 


Tobacco control’s response must be built on the same 
two principles of voluntary, benefit-driven behaviour 
and strategic thinking. We too must build relation- 
ships with key decision-makers. But first we need to 
undermine those of the tobacco industry. 


What can you do? 


The tobacco industry is to lung cancer what the mos- 
quito is to malaria. If we are to reduce the dreadful toll 
from smoking-related diseases, we need to combat 
their marketing effort. This in turn means we need to 
know much more about it. 


We need to know what the industry is doing in every 
corner of the world, including your neighbourhood. 
What advertising are they using? What product, 
pricing and distribution innovations are they intro- 


ducing? How do they do their market research? Are 
they targeting vulnerable groups such as children and 
women? And, at a higher level, what deals are they 
doing with decision-makers and politicians? 


In those countries where there are restrictions on 
tobacco marketing, we need to know how they 
respond to these controls and especially what other 
marketing activity they are currently using — or will 
introduce — to circumvent them. In countries where 
there are no controls, information about tobacco mar- 
keting will provide the first important step towards 
their introduction. Furthermore, this task is urgent, 
because as the industry becomes more embattled in 
Europe, North America and the Antipodes it will 
increasingly turn its attention to the rest of the world. 
Tobacco is a global business, and we need to respond 
globally. Otherwise the horrific toll from smoking 
will not be reduced, it will only continue to be 
exported. 


NGOs have a vital role to play in this process. Tobacco 
control cannot match the resources of big tobacco. We 
cannot invest millions of dollars in market research to 
monitor tobacco industry activities and deconstruct 
their marketing strategies. However, there are many 
people around the world working in health and wel- 
fare NGOs — people like you — who are becoming 
increasingly concerned about the smoking epidemic. 
If you were to start watching and reporting on the 
industry’s marketing activities then our information 
and lobbying base would be greatly strengthened. 


We would like you to monitor the tobacco industry’s activity in your locale, and tell us what they are doing. 
Any of the marketing activities described in this paper are of interest: 


Copies of advertising and promotional material. 


Product, pricing, and distribution strategies. 
Market research methods. 


Targeting of particular population groups, especially women and children. 


Public relations activities. 
Political manoeuvring and deals. 


Alliances with key professional groups such as farmers or retailers. 


Please send material to 

Prof. Gerard Hastings 

Centre for Tobacco Control Research 
University of Strathclyde 

173 Cathedral Street 

Glasgow, Scotland 

G40RQ UK 


The Centre for Tobacco Control Research is core-funded by the Cancer Research Campaign 
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The Psychology of Tobacco Addiction: 
Why it is difficult to stop smoking 


Dr. Jonathan Foulds 


Senior Lecturer in Clinical Psychology, 
University of Surrey, Guildford, UK 


Summary 
The two main factors determining whether or not a smoker will stop smoking are: 1. motivation to quit and 2. level 
of addiction to tobacco. Motivation is necessary to attempt cessation but even among people with a very high de- 
sire to stop smoking, most smokers find it very difficult to quit because of addiction. Addiction to tobacco is deter- 
mined by an interaction of pharmacological and psychological factors. One of the main problems for those trying 


to quit is the nicotine withdrawal syndrome. The majority of people who try to quit will relapse within the first 
month due to the combined difficulties of giving up a strong habit while experiencing tobacco withdrawal symp- 
toms. The first step in helping people to stop smoking is to boost their motivation to quit. Where the majority of 
smokers already have a strong motivation to quit, it is necessary to provide some practical help to increase their 
chances of success. This help can take many forms, including mass social support events (e.g. Quit and Win), tele- 
phone help-lines, smokers’ clinics, and the provision of nicotine replacement therapy. 


The two main factors influencing whether or not a 
tobacco smoker will stop smoking are (1) their 
MOTIVATION to quit tobacco and (2) their level of 
ADDICTION to tobacco. A smoker’s motivation 
(drive, intention, desire) to stop smoking is clearly a 
critical factor in whether or not they are likely to 
succeed. Motivation is determined by a variety of 
influences. These include (a) awareness of smoking- 
related health risks to the self and others (b) the 
financial cost of tobacco and (c) other social pres- 
sures to stop (e.g. workplace smoking bans) or to 
continue smoking (e.g. advertising). 


Another important factor (which health professionals 
frequently ignore) affecting motivation to quit is the 
smoker’s perception of the benefits of continued 
smoking. Teenage smokers report that smoking fits in 
with a rebellious image, helps them to establish and 
maintain friendships, and helps them to look more 
grown up. These might be called the social benefits of 
smoking to young people. However, within a matter of 
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months of smoking regularly, young smokers also 
report the following beneficial effects of smoking, 
which are more related to the pharmacological effects 
of nicotine (1): 

- it calms nerves or reduces stress, 

- it helps keep weight down, 

- it is pleasurable or satisfying. 


These perceived beneficial effects reported by young 
people are very similar to those most frequently 
reported by adult smokers. Certainly, the effect which 
smokers most consistently say they smoke for is an 
alleviation of an unpleasant mood state (e.g. making 
them feel less tense, irritable or miserable). The 
smoker’s motivation is therefore likely to be affected 
by how strongly they believe that smoking provides 
these kinds of beneficial psychological effects, bal- 
anced against the perceived disadvantages of smoking. 


Motivation can be assessed in a fairly simple manner 
by asking the smoker questions like, “Would you give 


up smoking altogether, if you could do so easily?” 
with answer options being; [0] definitely not [1] prob- 
ably not [2] possibly [3] yes, probably, and [4] yes, 
definitely. 


An additional question would be, “How much do you 
want to stop smoking altogether?” with answer 
options being, [0] not at all [1] slightly [2] moderately 
[3] quite strongly, and [4] very strongly. 


A number of research projects have used questions 
such as these to measure “motivation to quit” and 
found (not surprisingly) that high scores are predictive 
of increased likelihood of subsequent success in stop- 
ping smoking (2,3). However, it is a typical finding 
that even among those with a high motivation to quit, 
only a fairly small minority has succeeded in doing so 
when followed up a year later. The main reason for 
this low success rate from any single attempt to quit 
is that most smokers are addicted to nicotine. 


Nicotine addiction 


Central to most definitions of “‘addiction” is the idea 
that the individual's addictive behaviour acquires a 
compulsive quality, and their ability to successfully 
abstain from a particular substance becomes impaired, 
despite serious intent and efforts to do so. There is 
clear evidence that tobacco consumption frequently 
acquires a compulsive quality similar to that of other 
drugs commonly regarded as being “addictive”. 


Public awareness of the severe effects of tobacco on 
health has increased since the 1950s, such that in most 
countries of the world the majority of people are aware 
that smoking is bad for their health, and the vast majority 
state that they would like to quit. For example, in the UK 
around 90% of adult smokers believe 
that smoking is bad for their health, 
and around 70% express a desire to 
stop smoking. Over 60% have made 
at least one serious attempt to quit and 
failed (4). Amongst smokers who 
make a serious attempt to stop smok- 
ing on their own, only about 3 or 4% 
succeed in abstaining for a year fol- 
lowing a quit attempt (5,6). This 
increased awareness of health effects, 
desire to quit, and difficulty in doing 
so has led to a considerable amount of 
research investigating the reasons why 
smokers find it so difficult to quit. 


Probably the most influential report 
on this topic was the 1988 US 
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The severity of nicotine withdrawal symptoms 
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Surgeon General's Report entitled “Nicotine Addiction’ 
(7). This 600-page report reviewed the mass of evi- 
dence on the role of nicotine in tobacco consumption 
and came to three main conclusions shown below: 


1. Cigarettes and other forms of tobacco are 
addicting. 

2. Nicotine is the drug in tobacco that causes 
addiction. 

3. The pharmacological and behavioural processes 
that determine tobacco addiction are similar to 
those that determine addiction to drugs such as 
heroin and cocaine. 


One of the main problems for those trying to stop 
smoking is the nicotine withdrawal syndrome, and so 
this will be described in some detail. 


Nicotine withdrawal 

Most smokers begin to experience a number of 
unpleasant symptoms within a matter of hours of ceas- 
ing or markedly reducing their nicotine intake. The 
main criteria for diagnosing nicotine withdrawal have 
been outlined in the fourth edition of the American 
Psychiatric Association's diagnostic and statistical man- 
ual (DSMIV). These are outlined in the table below (8). 


A number of carefully controlled studies have shown 
the nicotine withdrawal symptoms are not simply the 
result of dissatisfaction at having to cease an enjoyable 
habit, but rather that they are specifically relieved by 
provision of nicotine (e.g. in the form of nicotine gum 
or patch) and not by placebo (9,10). 


The figure below shows the typical pattern of nicotine 
withdrawal severity over time after stopping smoking 
(adapted from reference 10). 


time after stopping 


123 46567 8 9 10 114 12 
Weeks Since Stopping Smoking 


DSMIV Diagnostic Criteria for Nicotine Withdrawal (8) 


A. Daily use of nicotine for at least several weeks. 


B. Abrupt cessation of nicotine use, or reduction in the amount of nicotine used, followed within 


24 hours by four (or more) of the following: 
(1) dysphoric or depressed mood 

(2) insomnia 

(3) irritability, frustration or anger 

(4) anxiety 


(5) difficulty concentrating 

(6) restlessness 

(7) decreased heart rate 

(8) increased appetite or weight gain 


The symptoms in Criterion B cause clinically significant distress or impairment in social, occupational, 


or other important areas of functioning. 


The symptoms are not due to a general medical condition and are not better accounted or by another 


mental disorder. 


Associated Features: 

craving for nicotine 

desire for sweets 

impaired performance on tasks requiring vigilance 
EEG slowing 

decrease in catecholamine and cortisol levels 


decreased metabolism of some medications and other substances. 


Dysphoric mood symptoms (depression, irritability, 
anxiety, restlessness, and insomnia) peak within the 
first week, and generally return to near baseline 
(smoking) levels within a month, as shown in the fig- 
ure above. Difficulty concentrating follows a similar 
time course, and is accompanied by actual decrements 
in mental performance and slowing of EEG brain 
activity (11,12). Increased appetite and weight gain 
may continue for at least ten weeks after smoking 
cessation and probably last longer (11). Indeed, the 
evidence on weight gain is 
consistent with the view that 
nicotine is an anorectic drug, 


A typical “pack a rats 
day” smoker will and that once it is removed 
inhale over 70,000 the natural “set point” body 
puffs of tobacco weight increases to a new level 


(typically about 2-4 KGs heav- 
ier). Part of this gain in weight 
is attributable to a slowing of 
metabolic rate after smoking 
cessation (7). 


smoke per year. 
Many will not 
have had a single 
day in their life 
since becoming 


an adult in which 
they didnot Craving for a cigarette peaks 
smoke tobacco. in the first week, and declines 


gradually over a period of 
months. Many ex-smokers 
will report only mild and occasional craving after 
six months without a cigarette, but stronger craving 
may continue to be elicited by triggering stimuli 


(e.g. stress, being offered a cigarette in a bar, etc.) for 
Over a year. 


The strength of the smoking habit 


A typical “pack a day” smoker will inhale over 
70,000 puffs of tobacco smoke per year. Many will 
not have had a single day in their life since becom- 
ing an adult in which they did not smoke tobacco. 
For such smokers, tobacco has truly become a “nor- 
mal” part of their life and daily routines. We often 
talk about the typical smoking “cues” or “triggers”, 
meaning situations in which the smoker usually 
smokes and which are believed to be particularly 
“high risk” for relapse for someone trying to quit. 
There are certain situations in which some smokers 
habitually smoke and will experience stronger crav- 
ings (e.g. after a meal, with a cup of coffee, on the 
telephone, when feeling stressed etc). However, 
when one considers that many smokers smoke at 
least 16 cigarettes per day, and are generally only 
awake for about 16 hours of the day, then one can see 
that on average, smokers are smoking virtually every 
waking hour of their life. It is often easier to make a 
list of situations in which they do not smoke than sit- 
uations in which they do! For such smokers, there- 
fore, smoking cues are virtually everywhere. Many 
of their friends and family will smoke. Many of the 
shops they visit will sell tobacco, and many of the 
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the general motivation of the population to stop 
smoking (and similarly to make it less attractive 
to young people to start). The kinds of initiatives 
which help with this are well known, and include 
health education campaigns, increasing the tax on 
tobacco, comprehensively banning advertising and 
ensuring that public indoor areas are free from envi- 
ronmental tobacco smoke (14). Such measures will 
increase the proportion of people who want to stop 
smoking. 


streets they walk down will have numerous tobacco 
advertisements. 


It is this combination of (a) the 
unpleasant mood created by 
nicotine withdrawal, (b) the 
perception that smoking a 
cigarette will provide psycho- 
logical benefits (improved 
mood/concentration) (c) the 
strength of the smoking habit 
and (d) the very widespread 
nature of smoking cues or 
triggers, which make it diffi- 


Once the smoking 
prevalence in a 
country begins 

to fall, then it 

also becomes 
necessary to 
provide assistance 
to smokers who 
want to stop but 
find that 

they cannot. 


However, experience in a number of countries which 
have been implementing such policies suggests that 
once the smoking prevalence in a country begins 


cult for regular smokers to stop 
smoking. 


What can be done? 


At a national level, some of the same principles 
apply to helping people quit, as apply at an individ- 
ual level (13). The aim must be first of all to increase 
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QUIT AND WIN: 
A Global Smoking Cessation Programme 


Prof. Pekka Puska 


Director, Division of Health and Chronic Diseases 
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Summary 


Quit and Win contests are a practical, cost-effective and supportive way to encourage large numbers of a population 
to quit smoking. Following the great success of their national contests, the Finnish Public Health Institute and the 
Centre for Health Promotion have fulfilled coordinating roles for international contests. In 1998, 48 countries 
participated. A global contest is being prepared for the year 2000. Contestants, who must be over 18 and have been 


smoking daily for at least one year, must abstain from smoking for at least four weeks. Winners undergo tests to 
verify their abstinence. Quit and Win has been recognised as a major public health intervention and has proved to 
be a fruitful means of collaboration between governments, NGOs, health services, educational institutions, the 
media and the pharmaceutical industry. The human interest, big prizes and sheer number of participants capture the 
attention of the population and the media. The contest has a simple design, which is suitable for implementation in 
different countries, yet flexible enough to allow room for local cultural elements to be integrated. 


Quit and Win is a practical positive smoking cessation 
approach proven to be a cost- 
effective way to encourage 


As of May 2, 1998, large numbers of smokers in 
approximately the population to quit (1). Quit 
200,000 smokers and Win contests were devel- 
had registered oped during the 1980s and 

in Quit and Win further applied during the 
and tried 1990s in U.S. community- 


to refrain from 
smoking for at 


based cardiovascular pro- 
grammes (2,3,4,5). The North 
Karelia Project in Finland (6) 
started to apply this approach 
in 1985 and soon Quit and Win 
was disseminated nationally (7). The international 
collaboration started in 1989 when the Quit and Win 
was jointly organised in Finland and Estonia (8). 
Further international campaigns have been arranged 
within the World Health Organization’s CINDI frame- 


work since 1994, coordinated by the Finnish National 
Public Health Institute. The 1994 and 1996 campaigns 
involved 13 and 25 countries, respectively (9,10). 


Quit and Win 1998 


Based on the good experience from two earlier inter- 
national campaigns, a larger than ever global cam- 
paign took place in May 1998 in 48 countries all over 
the world. It was this time sponsored by the European 
Union and coordination shared by the Finnish Centre 
for Health Promotion. The main commercial sponsor 
was Pharmacia & Upjohn. According to the partici- 
pating countries, as of May 2, 1998, approximately 
200,000 smokers had registered in Quit and Win and 
tried to refrain from smoking for at least four weeks, 
making them eligible for national prize draws in late 
May. It made the Quit and Win ’98 the greatest prac- 
tical global smoking cessation campaign ever carried 


out. 
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Participating countries followed jointly agreed rules. 
All contestants had smoked daily for at least one year 
and were 18 years of age or older. The contestants 
were required to abstain from smoking for at least 
four weeks, which was verified with a urine test 
among the winners. 


The highest national participation rate was achieved in 
Finland where 1.7% of adult smokers quit smoking 
with the campaign. From regional campaigns, Chinese 
Pyuang made a new record in recruiting participants 
— 20% of the smokers participated. Based on earlier 
experience, an estimated 15-20% of the participants 
are still smoke-free at the one-year follow-up (9,11). 
If this success rate holds, between 30,000 and 40,000 
smokers will successfully quit with Quit and Win ’98. 
The international super prize of Quit and Win ’98 
went to Chile. 


A tool for coalitions 


The Quit and Win concept has several major advan- 
tages. It is a positive and practical tool for organisa- 
tions and agencies to be active in tobacco control. 
The basic concept is simple for broad international 
cooperation, but allows for many innovative local 
applications. Particularly it is a tool for collaboration 
between different kinds of organisations and agen- 
cies: governmental, non-governmental, health serv- 
ices, educational institutions, industry and media. 


The role of NGOs in Quit and Win has been very 
important in Quit and Win countries in different parts 
of the world. The main reasons why the activity has 
attracted the NGOs can be listed as follows: 


@ Organising the programme means participation in 
important public health work; 

@ Quit and Win offers a simple, practical tool; 

@ The programme elicits great human and media inter- 
est with its competition and winners; 

@ Quit and Win can involve important collaboration 
with health services and governmental agencies; 


ie 


@ The competition provides good possibilities for 


sponsors; 
@ The programme has international aspects. 


The main practical work for the NGOs, in addition to 
general information and promotion, is to distribute 
the registration forms (plus instructions) to poten- 
tially interested smokers. Below are listed various 
channels used on this work in different countries: 


@ Health centres, doctors’ offices, occupational health 
offices; 

e Doctors, dentists, nurses; 

@ Pharmacies; 

@ NGOs (members, events, campaigns, magazines): 

@ Gas stations; 

@ Restaurants, bars, canteens; 

@ Libraries; 

e@ Schools, universities; 

@ Army units; 

@ Newspapers, magazines; 

e@ Buses, taxis; 

@ Direct mailing to previous Quit and Win partici- 
pants. 


International Quit and Win 2000 


Quit and Win has rapidly grown in popularity as a 
practical international smoking cessation activity, with 
this year’s campaign exceeding all expectations. This 
is likely to be due to Quit and Win’s unique, positive 
approach to a problem that is receiving increasing 
attention world-wide as a major health threat. The 
campaign is also a concrete channel for large inter- 
national health collaboration, which is necessary 
considering the global nature of marketing efforts of 
the tobacco industry. Based on encouraging experi- 
ences, the next International Quit and Win will be 
organised in 2000. It will be larger than ever and 
support the new WHO Tobacco-Free Initiative. All 
countries are invited to join! 
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The Role of the Private Sector 


Prof. Elif Dagli 


Head of Pulmonary Paediatrics, 
Marmara University Hospital, Turkey 


Summary 


Collaboration between the health sector and the private sector from the point of view of a health organisation 
presents many important advantages. Using the example of a health-oriented conference, the need for funding 


from the private sector can be pressing. Conferences can serve both the health professionals and the pharmaceutical 
companies as a major vehicle for exchanging new information. However, there are important responsibilities and 
needs on both sides which must be recognised and dealt with. 


Why do we need financial resources? 


Organisations that work in tobacco control or related 
health fields need financing to fulfil basic needs, 
including the education and training of advocates, the 
possibility of exchanging ideas 
and information through meet- 
ings and conferences, the 


If both the public 
health sector and means to provide public health 
the private sector education and contacts with the 
are concerned press, decision-makers and the 
about increasing general public to counteract 


_ public awareness tobacco industry strategies. 


of an issue, 


sponsorship or What resources do we have? 
educational Funding is sometimes available 
ote from foundations and societies 
mutua : 
that have related interests. 
satisfactory. 


Governments may subsidise 
campaigns or research. Funds 
can be raised from membership 
subscriptions or donations. But this type of funding 
may not be adequate. 


For example, the budget of an international or regional 
conference might include expenses for speakers and 


guests, mailing and printing costs, technical equip- 
ment, and rental of the congress hall and a social 
programme. Income can come from membership 
fees and registration fees, but these will not cover all 
expenses. Up to 45% of costs may need to be covered 
by funding mostly from the private sector, through 
exhibits, advertising and sponsorship. 


Advantages and drawbacks of working 
with the private sector 


If both the public health sector and the private sector 
are concerned about increasing public awareness of an 
issue, sponsorship or educational grants are mutually 
satisfactory, and can permit the following sorts of 
activities: public health education programmes, coun- 
teradvertising, holding meetings, printing documents, 
travel for advocates from low income countries. 


However, drawbacks for the public health commu- 
nity can occur if 


@ The fact of private sector funding causes avoidance 
of confrontation with tobacco industry strategies; 
@ Smoking is promoted in any way to increase market 

share for the private sector involved; 


@ Unacceptable advertising strategies are tied to the 
collaboration; 

@ The private sector monitors or manipulates the 
scientific agenda, or determines the objectives of 
the health body receiving the funds; 

@ In any other way concerns are elicited about the 
ethics of the collaboration. 


Why does the private sector need us? 


To be most efficient in achieving their own goals, the 
private sector needs the health community. We know 
the people they need to work with. We’re the ones 
who organise the conferences, which will gather these 
people together. We have the experience and “know 
how” for smoking cessation and we have the patients. 


The private sector needs reliable and prestigious 
figures behind their products, and these people come 
from our community. 


How can we overcome the drawbacks 
of collaboration? 


The private sector must understand that we have to 
work against the tobacco industry. The activities of the 
private sector must be controlled at scientific meetings 
and events. As well, the level of sponsoring should be 
monitored, and unethical or unacceptable action on 
either side must be condemned. Both sides must 
accept that the phenomenon of “marriage” is difficult 
and requires compromise. 


Working for Smoking Cessation 


Greg Deener 


Director, Global Commercial Strategy, 
GlaxoWellcome 


Summary 


Nicotine is a drug that alters neurobiology and creates dependence. This is what makes quitting so difficult. 
Tobacco dependence is a medical condition, for which effective treatments exist. Other lifestyle diseases, such as 


hypertension or high cholesterol, are treated and yet cessation is still considered a non-reimbursable option in the 
US, for example. We want to support and be partners in tobacco control in a number of areas, in raising awareness 
of the need to quit, and in bringing effective treatments to the widest possible population. 


Since I began working in the area of tobacco depend- 
ence, my two biggest surprises have been: how severe 
the health impacts of tobacco use are, and how diffi- 
cult it is to quit. Let me briefly touch on the health 
impacts. Most people, particularly in developed 
countries, understand smoking is bad for their health. 
One of my neighbors, whose father was a high-level 
executive for a tobacco company, was discussing with 
his dad whether he should smoke or not when he was 
in his teens. His father’s reply was, “Son, there is no 
conclusive evidence cigarette smoking causes lung 
cancer, but I wouldn’t wait for it. Don’t smoke.” 


That was 20 years ago. And the weight of evidence is 
indeed conclusive. Unfortunately, I don’t think par- 
ents, smokers, physicians and teens understand just 
how bad for them smoking is. For example, when I 
review the data with people in my company, it shocks 
them, and these are well-educated physicians and 
other people in the health-care field. There is a great 
deal of work still left to do in communicating the risk 
of smoking. 


Physiological dependence 
The area I would like to focus on is how difficult it is 


to quit smoking. There are three components to 
tobacco dependence, the behavioral, psychological 
and physiological. Let me discuss the physiological 
area of tobacco dependence. 


Seven seconds after inhaling a cigarette, nicotine 
reaches the brain. Nicotine is a wonderful drug. It 
stimulates the release of dopamine and noradrenaline 
and other neurochemicals. These neurochemicals cre- 
ate a feeling of pleasure, increase concentration, relax 
people and help control weight without impairing 
normal functions the way other drugs can. I heard 
one physician remark that one-third of the global- 
population smokes, and if smoking didn’t kill people, 
the proportion would probably be two-thirds. 


Yes, nicotine is a wonderful drug. Long-term exposure 
to nicotine alters neurobiology and creates depend- 
ence. Thus, when you attempt to quit, you crave 
cigarettes and have withdrawal symptoms such as 
irritability, loss of concentration and weight gain. 
Not all smokers are equally dependent, and smokers 
with “problem pathways” are particularly susceptible. 
Almost all schizophrenics smoke to self-medicate. 
People with Attention Deficit Disorder smoke at a 
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much higher rate then the general population. It is 
not surprising that two of the withdrawal symptoms 
smokers experience while quitting, loss of concentra- 
tion and restlessness, are symptoms of Attention 
Deficit Disorder. Smoking while pregnant increases 
the risk of your child having Attention Deficit 
Disorder. The majority of depressed patients smoke. 
Again, dysphoria and anxiety are withdrawal symp- 
toms. Again self-medication. In the US, 80% of the 
14m alcoholics smoke. There are 46m smokers in the 
US. So 25% of smokers in the US are alcoholics com- 
pared to less than 2% of non-smokers. When ex-smok- 
ers drink alcohol they often crave cigarettes. This 
appears to be more linked to neurobiology than behav- 
ior or coincidence. 


Many smokers recognize the dangers of smoking and 
attempt to quit. Roughly, one-third of smokers in North 
America made an attempt to quit last year: 15 million 
people. Roughly 20% of smokers in Western Europe 
tried to quit last year: 20 million people. Globally, I 
would project over 100 million smokers tried to quit 
last year. Most smokers would like to quit. 


The best data on quitting exists in North America and 
Western Europe. Of the 35 million smokers who 
attempted to quit, over 90% failed. 


We conducted market research among over 1000 
smokers in Europe who tried to quit in the past year 
to better understand why so many smokers failed. 
First, these people were committed to quitting. These 
smokers on average had tried 5 times previously to 
quit and despite their recent failure two-thirds of these 
people will try to quit again in the next 12 months. 


When asked why they failed, these people answered 
in order: 

@ Stressed or in a stressful situation 

@ Urge to smoke 

@ Surrounded by temptation, people who smoke 

@ Still had cravings for nicotine 

@ Socialising / leisure situation 

@ Lack of will power 

@ Gained weight 


Of these 7 reasons, 4 are related to the neurobiologi- 
cal component of tobacco dependence. Only 9% 
stated a lack of will power. 


There has been much discussion recently surrounding 


the issue of tobacco dependence. Is it a medical 
condition? It is. Why do people say it isn’t? 


he 


@ Historically, smokers have overcome their depend- 
ence without medicine. This is true, though on 
average it takes 11 tries over 19 years, and half of 
smokers never quit. In many cases those who quit 
were “low dependence” smokers. This is also true 
for some infections, flu for example, yet physicians 
still prescribe antibiotics to increase the percentage 
of patients who succeed. 


e@ A smoker’s lifestyle contributes to their disease. 
This is true. It is also true for many other diseases: 
hypertension, diabetes, high cholesterol, and lung 
cancer. Yet these diseases are treated. 


@ Smokers can quit if they really want to. All smok- 
ers need to be motivated to succeed but research 
indicates that it isn’t just a question of will power. 


The role of the pharmaceutical industry 


What is the role of the pharmaceutical industry in 
tobacco control? It is to assist smokers in overcoming 
their tobacco dependence. This is primarily achieved 
by developing medicines to overcome the depend- 
ence and by providing education in many aspects. 
Educating smokers on the availability and need for 
treatment, educating smokers on the health risks of 
smoking, educating physicians on how they can help 
smokers. 


How effective are the current medicines? In clini- 
cal trials on Zyban (US-brand name for bupropion), 
half the smokers quit by the end of the 7-week treat- 
ment and up to one-third of smokers were still 
smoke free at one year. When people try to quit on 
their own only 5% succeed at one year. The indus- 
try will invest millions in research to build upon 
this success and develop even better medicines with 
higher quit rates. 


Does aiding cessation meet the requirements of the 
“scream test!”? It does. In a memo from an ISOCI 
meeting in Europe, smoking cessation was among 
the top 5 concerns. There are 800 documents on 
Philip Morris’s web page on cessation/quitting. When 
a bill to improve U.S. Federal Employees’ benefits 
included “cessation of tobacco smoking”, Philip 
Morris responded by calling several Senators to try to 
get the provision removed from the bill. When the 
US Army developed a plan to eliminate the use of 
tobacco products in the military, 10 Congressman 
immediately wrote letters to stop the program. Does 


1. When the action provokes a protest from the tobacco industry. 


cessation meet the scream test? Yes. Unfortunately, 
however, there hasn’t been very much to scream 
about. 


Despite the focus on cessation, the success of medi- 
cines for tobacco dependence to date has largely been 
the fruit of your labor. Smokers want to quit because 


Tobacco 
dependence is 
in every sense 

of the word a 
disease with 
major but 
reversible health 
implications. In 
n to raising 
awareness of the 
need to quit 
ing, pharma- 
ceutical compa- 
nies bring the 
weapons of 
effective treat- 


battle. Together, 
we can defeat 
this disease. 


ments to this | 


of their understanding of the 
health risks. NGOs have 
already proved they can change 
public policy and opinion. 
Where NGOs and governments 
are more active in tobacco con- 
trol it appears to have a direct 
correlation on quit attempts. 
For example, in the past year in 
the UK, over 30% of smokers 
tried to quit. In Germany, 10%. 


We want to support and be 
partners in tobacco control in a 
number of areas. We could use 
help in the area of reimburse- 
ment. 


Zyban was first launched in the 
US, but as yet there is minimal 
reimbursement for Zyban in the 
US. In the US, 42% of people 
on Medicaid smoke. Federally, 


Medicaid does not require reimbursement for smok- 
ing cessation because it is a lifestyle decision, in the 
same category as hair replacement. Twenty-eight 


States reimburse for smoking cessation but 22 states do 
not, despite lawsuits which have provided $200 billion 
because smokers cannot quit on their own and long- 
term smoking is detrimental for health. The IRS 
does not allow medical expense deductions for smok- 
ing cessation because it is not a disease. The IRS is 
considering reversing the decision, yet there has been 
minimal effort to encourage the reversal. 
Reimbursement will increase quit attempts, make 
physicians more proactive. A smoker in a focus group 
recently stated, “Well, it must not be that bad for me, 
because nobody is willing to help me quit”. 


I realise much of the audience focus is on developing 
countries. We plan to launch Zyban in developing 
countries and have been active in those areas. We 
plan to reinvest some of our profit from developed 
markets into developing markets to grow the category. 
The larger our business is, the more we will invest. 


What is the role of the pharmaceutical company? The 
Chairman of the Board for GlaxoWellcome, talking 
about partnership with WHO, stated, “This partnership 
offers great promise in the effort to reduce tobacco 
dependence and thus reduce the significant health 
costs and burden of tobacco-related illnesses and 
deaths. As a company, our commitment is to fighting 
disease. Tobacco dependence is in every sense of the 
word a disease with major but reversible health impli- 
cations. In addition to raising awareness of the need 
to quit smoking, pharmaceutical companies bring the 
weapons of effective treatments to this battle. 
Together, we can defeat this disease.” 
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Partnership and Co-operation to Reduce 
Tobacco-related Deaths 


David Graham 
Director, WSMI Tobacco Dependence Projects 
Director, Category Development Tobacco Dependence, 
Pharmacia & Upjohn 


Summary 


The partnership that the self-medication industry can provide the tobacco control movement must be based on join- 
ing our strengths. We understand that there are vital areas to tobacco control where we do not bring sufficient 


strength to offer partnership, but only co-operation. Our strengths include providing safe and efficient products, 
research knowledge about dependence and cessation and helping people to stop smoking. We will build partnerships 
in those directions, to demonstrate the true potential of NRT to tobacco users and those who help them. 


WSMI is the NGO in official relations with WHO 
specifically for self-medication issues. Members of 
the self-medication industry have an important role in 
tobacco control through the provision of non-pre- 
scription medicines to treat tobacco dependence. 
However, their role is broader than mere provision of 
products. For example nicotine replacement therapy 
(NRT) has provided researchers with a tool to better 
understand tobacco dependence and the role of nico- 
tine. Recently there have been increasing numbers of 
invitations from the tobacco control community to 
work together with the private sector and including the 
pharmaceutical industry. We in the self-medication 
industry have also got the message that co-ordinated 
multiple company involvement is needed. 


In response to such calls I can announce to you that 
WSMI has taken a global leading role in mobilising 
interested pharmaceutical companies that have an 
international presence in providing safe and effective 
non-prescription medicines for tobacco dependence. 
In so doing, we can support co-ordinated participation 
in partnerships that help reduce tobacco-related death 
and diseases. At a recent WSMI reception, held 
in Geneva during the World Health Assembly, we 


launched the WSMI Taskforce on Tobacco 
Dependence, currently including involvement from 
Pharmacia & Upjohn, SmithKline-Beecham and 
Novartis. It is my responsibility to chair such a group, 
seconded to WSMI, part time. 


World No Tobacco Day 1999 is 
one of the first examples of a 
partnership. 


We know about 
helping smokers. 
That’s important 
because 

250 million 
current smokers 
alive today are 


Comprehensive tobacco control 
is clearly needed to address the 
scale of the tobacco pandemic. 
Each of us here has particular 


areas of strength within com- going to be killed 
, by tobacco if they 
prehensive tobacco control, but ie 
sibs fe ne: I'd don’t quit, or 
we also “a wea ig ot Wast ved 
like to tell you some of ours. their consumpti 


Prevention of smoking: We 
have little to no experience of 
this, its practice nor about how 
young people think and view tobacco. Taxation on 
cigarettes: We don’t have experience how this can be 
achieved but we can see its effect. ETS, ad bans, find- 
ing economic alternatives to tobacco: There also we 


have little expertise. We are weak in developing coun- 
tries too. All the above are vital but are areas where we 
are limited in our ability to help. We don’t bring suf- 
ficient strength to offer partnerships in these areas, but 
we can offer co-operation, helping where we can. 


Where are we strong? 


We know about helping smokers. That’s important 
because 250 million current smokers alive today are 
going to be killed by tobacco if they don’t quit, or at 
least reduce their consumption. Many are already dis- 
sonant — dissatisfied with their smoking situation and 
would like to do something about it. But as we know, 
stopping tobacco use is difficult due to dependence. 
WHO has now called for treatment of tobacco depend- 
ence to be ranked as an important public health 
priority and for successful and cost-effective treat- 
ments such as NRT to be more widely available. With 
such a pandemic, self-medication with NRT is a vital 
component of broad-reaching public health strategies, 


Ay 


with and without the direct involvement of physi- 
cians. For the true potential of NRT to be realised 
there is need for shared understanding of its proven 
offering and safety amongst 1) tobacco users and 
2) those who seek to help them. 


More than 70 controlled clinical studies involving 
more than 30,000 smokers have proven, unequivo- 
cally, that NRT is effective. Without NRT use, 
smokers are half as likely to succeed in quitting, 
resulting in cessation rates half what they could be. 
Smokers need to be encouraged to quit with NRT — 
a joint responsibility which can lead to greater pub- 
lic health benefit. 


Building on our strengths in helping smokers, in 
partnership with others who also seek to do so, while 
collaborating with those who help increase dissonance 
— allows us to work together on a base of expertise and 
teamwork. 


Collaboration between the NGO 
community and the pharmaceutical 
industry on tobacco issues: 


Advantages, Drawbacks and Challenges 


Summary of a discussion 


There are obvious advantages for both the NGO com- 
munity and the pharmaceutical industry to be working 
together on tobacco issues, and yet collaboration could 
lead to undue influence on the agenda for action by the 
funders. The NGO community has chronically lacked 
resources for tobacco control activities, but can the 
challenges of collaboration with the pharmaceutical 
industry be overcome, so that both can see their own 
independent needs fulfilled? This was the subject of 
a hearty debate which is summarised here. 


Advantages to collaboration 


From the point of view of the NGO community, the 
advantages of collaboration are not limited to funding 
for action and research, but also the very nature of a 
big, regulated industry competing with the tobacco 
industry for the attention of the same market, a big 
step forward for tobacco control. In addition, the phar- 
maceutical companies have developed scientifically 
proven aids to cessation, and can be a powerful source 
of information about addiction for the community at 
large. 


From the point of view of the pharmaceutical indus- 
try, working with the NGO community gives credi- 
bility to their messages about addiction, and about 
their products. Health providers are an important 
source of information about their products, whether or 


not they can be procured without prescription. And the 
more effort put into getting people to stop smoking 
and to be aware of the pharmaceutical products avail- 
able and their known utility, the more likely smokers 
will be to attempt cessation and to buy these products. 


Drawbacks to collaboration 


The NGO community is wary of the influence that 
funders can have on the decisions and actions that 
are taken in relation to tobacco control. Some NGOs 
have documented unethical behaviour concerning 
pharmaceutical products, and are distrustful of the 
industry as a whole. Areas of concern in the field of 
tobacco control include 

@ Excessive medicalisation of tobacco control, by 
portraying cessation as necessitating medicinal 
aids. This could disempower smokers from their 
own responsibilities in cessation, and could lead 
smokers to feel unable to stop when the medicine 
is not available, either because it has not been 
introduced on the market or because its cost is 
prohibitive. 

@ Societal strategies for tobacco control, such as tax- 
ation, legislation and changing social norms losing 
ground to a more individual strategy for cessation, 
and this because of the pharmaceuticals’ influence 
rather than an evidence-based decision to move in 


this direction. 
A: 


e Another point of unease is that the pharmaceuticals 
will not be willing to make direct assaults on the 
tobacco industry, leaving the hard work to the 
tobacco control advocates with the associated 
potential for attack, but nevertheless make profits 
from that work without acknowledging the neces- 
sary environmental support that has been provided. 

@ Finally, many tobacco control advocates see that 
because the market for pharmaceutical aids to 
quitting are smokers in richer countries, the whole 
issue of tobacco control will be directed to those 
countries, and tobacco control efforts in low income 
countries will flounder. 


The pharmaceutical industries are unwilling to spend 
money on initiatives that do not eventually influence 
sales. Because they are not interested in parts of the 
world where they do not see a market for their prod- 
ucts, they are not willing to fund tobacco control in 
these countries. Generally, there is agreement that 
tobacco control activities that change the social cli- 
mate towards non-smoking norms will create more 
dissonant smokers and thus a larger market for phar- 
maceutical aids to cessation. Nevertheless, while 
tobacco control and health groups look at the widest 
possible definition of activities for social change, 
pharmaceutical companies may not be interested in 
providing unrestricted funding, particularly from 
marketing divisions, unless it is clear that information 
about their own type of pharmaceutical aid for cessa- 
tion will be presented. 


Challenges to collaboration 


On one side, there is the potentially large impact of 
tobacco control activities from the NGO community 
through additional resources and the strength of the 
pharmaceutical industries, on the other there are the 
ethical issues posed by possible conflicts of interest. 
Both the NGO community and the pharmaceutical 
industry need to find suitable and acceptable stan- 
dards of behaviour to allow collaboration without 
conflict of interest or undue influence. 


The NGO community can play an important role for 
the pharmaceutical companies and for tobacco 
control by levelling the regulatory playing fields: 
that is, change from the current situation of unregu- 
lated dirty nicotine delivery in the form of tobacco 
and heavily regulated nicotine delivery systems 
(nicotine replacement medications) that help people 
to stop using tobacco. The issue should be decided 
on the scientific evidence and the pharmaceuticals 
should probably not be involved in the decision- 
making process. 
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On the other side, it is important for public health to 
act to move people towards wanting to quit, and this 
is an area that would ultimately be of great value to 
pharmaceuticals, and should be considered as legiti- 
mate for funding. Pharmaceuticals should also play 
a role in isolating the tobacco industry, and involving 
other industries in the funding of tobacco control for 
“corporate credibility”. 


The issue of tobacco control in low income areas is 
perhaps the most difficult for finding common ground. 
In many of these areas, very 
few people want to stop, so 


tobacco control efforts should Both the NGO 

go towards changing the envi- community and 

ronment and getting informa- the pharmaceutical 
industry need 


tion to the public, not about 
how to quit, but why to quit, or 
not to start. Pharmaceutical 
aids to cessation are often pro- 


to find suitable 
and acceptable 
standards of 
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hibitively expensive for most 

f the small proportion of th eh 
of the small proportion of those cntiatieaiiied 


who might think of trying to 
quit. Profitable outcomes for 
the pharmaceutical companies 
could only be in the long term. 
Nevertheless, the NGO com- 
munity would expect an effort to be made to provide 
aid for tobacco control in these areas, ie., in making 
the cessation aid products affordable, sponsoring 
education or lobbying activities to change the social 
climate, and funding research into the effects of their 
products in a hostile environment. 


without conflict 
of interest or 
undue influence. 


The pharmaceutical industries will always want to 

convey the following messages: 

@ that their products do indeed help some smokers to 
stop more easily, 

@ that this information can be relayed from a number 
of sources, 

@ that health workers particularly can allay confusion 
about the toxicity of these products, particularly of 
nicotine delivery devices, and 

@ that individuals can help themselves to successful 
quitting. 


NGOs working in tobacco control will want to be 
sure that the actions they undertake and the informa- 
tion they convey are not different from what they 
would have been without funding from the pharma- 
ceutical companies. 


If NGOs and pharmaceutical companies find com- 
mon ground working towards the same goals, then 


collaboration is not only possible, it is essential. There 
is nevertheless a clear need for a set of ethical guide- 
lines to be established to ensure the transparency of 
funding and the independence of decisions. Such 
guidelines should be created by NGOs themselves, 
and agreed to by the pharmaceutical companies. 


The pharmaceutical companies have taken a big step 
forward in this regard by collaborating among them- 
selves in funding. For example, the NGO mobilisa- 
tion meeting was sponsored by GlaxoWellcome and 
the World Self-Medication Industry, a trade organi- 
sation, with funding from Pharmacia & Upjohn and 
SmithKline Beecham. Such a consortium gives much 
greater assurance to recipients that pressure for 
product endorsement will not be forthcoming. The 
next step on the part of these companies that would 
be very favourably received by the NGO community 
would be to establish an independent fund for tobacco 
control outside of their marketing departments. 


If NGOs and pharmaceutical companies find 
common ground working towards the same goals, 
then collaboration is not only possible, it is essen- 
tial. There is nevertheless a clear need for a set of 
ethical guidelines to be established to ensure the 
transparency of funding and the independence of 


decisions. 


Conclusions 


There are a number of goals of the NGO community 
concerning tobacco control shared by the pharma- 
ceutical companies. These must be clearly identified 
and agreed to, and rules and conditions of funding 
and collaboration should be established clearly 
through ethical guidelines. Such guidelines should 
be drawn up as quickly as possible. 
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Examples of Coalition Building 


Lucinda Wykle-Rosenberg 
Research Director, INFACT 


Summary 


NGOs have played an important role in facilitating passage of codes and conventions to protect human health and 
the environment at the international level during the past two decades. This session looks at the experiences of 
NGOs involved in the Code of Marketing of Breast milk Substitutes, the Convention on Landmines, and the 


Conventions on Ozone and Climate Change -- their successes and challenges. These experiences provide important 
lessons for NGOs, public health advocates, and the World Health Organization working toward a Framework 
Convention on Tobacco Control. This paper examines strategies for international coalition-building and co-opera- 
tion, constituencies important in building a broad base of support, and models for organising internationally. 


INFACT is a US-based NGO founded in 1977. For 
22 years INFACT has been campaigning to stop life- 
threatening abuses by transnational corporations 
(TNCs) and increase their accountability to people 
around the world. INFACT is known for its success- 
ful Infant Formula Campaign targeting Nestlé which 
helped bring about significant reforms in the aggres- 
sive marketing of breast milk substitutes, and the 
Nuclear Weaponmakers Campaign which helped force 
industry leader General Electric (GE) out of the 
nuclear weapons business. Our Tobacco Industry 
Campaign is our third major campaign, which we 
launched in 1993. 


I would like to share some examples of international 
coalition building, specifically to advance codes or 
conventions to protect human health and the environ- 
ment from abusive practices by transnational corpo- 
rations. Specifically, I will draw upon the experiences 
of INFACT and the International Baby Food Action 
Network (IBFAN), the International Coalition to Ban 
Landmines formed in 1992, and numerous environ- 
mental organisations involved in the ozone and cli- 
mate change conventions, including the Climate 


Action Network. These models offer much we can 
learn from as we move forward as NGOs in advanc- 
ing an effective Framework Convention on Tobacco 
Control. 


I will touch briefly on the structures of these net- 
works and coalitions, their methods of communica- 
tion, but I will focus mainly on recommendations 
they shared with us to help NGOs working to ensure 
an effective Framework Convention on Tobacco 
Control, so that we might benefit from their experi- 
ences. 


I will begin with the International Code of Marketing 
of Breast milk Substitutes of 1981. The Code was a 
response to aggressive marketing and promotion of 
breast milk substitutes, particularly in economically 
poor regions, linked to the deaths of about one million 
babies per year. IBFAN was established by five 
NGOs, including INFACT, the Interfaith Center on 
Corporate Responsibility (US), Consumers Inter- 
national (then IOCU), War on Want (UK), and the 
Third World Working Group of Bern in 1979. The 
network was established at the same time WHO began 
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work on the Code. IBFAN is a loosely structured 
network that is still actively monitoring industry com- 
pliance with the Code. IBFAN is made up of more 
than 150 groups in over 90 countries. It is divided 
regionally with representatives from eight regions 
making up the Coordinating Council. 


In the late 1970s and early 1980s NGO involvement 
with WHO and the UN in developing a Code was 
new. NGOs wrote a recommendation of what the 
Code should look like, and helped strengthen the final 
outcome. NGOs laid the groundwork for future NGO 
involvement in the process of developing codes and 
conventions. 


Some of the important lessons from the Baby Food 
Campaign for NGOs working on the Framework 
Convention on Tobacco Control include the impor- 
tance of developing international networks or coali- 
tions to share information, strategise, expose ongoing 
industry abuses to the media, government delegates 
and WHO, to develop a lobby strategy, and to agree on 
some basic points regarding what the final outcome 
should be. A clear lesson that came out of the process 
is the importance of keeping the industry from 
involvement in the process. 


The Convention on the Prohibition of the Use, 
Production, Transfer and Stockpiling of Anti- 
Personnel Landmines and on their Destruction is an 
unusual example of the potential for collaboration 
between NGOs and governments. The International 
Coalition to Ban Landmines (ICBL) is made up of a 
core of six organisations and 1,200 members world- 
wide. The core organisations took on the primary 
responsibility of carrying out the strategic planning 
and co-ordination of the coalition, alliance building, 
and fundraising, while the larger membership worked 
in their individual countries to build support for the 
treaty. Communication with network members was 
largely by email, which also helped expand the coali- 
tion rapidly. The coalition hired a coordinator. There 
was broad-based support for the Coalition from 
physicians, human rights, religious, peace and direct 
aid organisations. 


While the International Red Cross/Crescent was not a 
member of ICBL, the international NGO played an 
important media advocacy role (through paid adver- 
tising, getting TV air time donated, and distributing 
materials to each of its members). NGOs within ICBL 
did their own media work, although the coalition did 
sample releases for its members. The Coalition 
adopted some principles, and established as their 
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bottom line a complete ban on landmines. ICBL stuck 
to this as their main objective. 


Different organisations adopted a range of approaches 
within the coalition, including highly visual actions 
like "shoe mountains" — a total of six tons, powerful 
symbols of people who had lost limbs to landmines, 
demonstrations, and a "Wall of Remembrance" with 
photos of victims. 


Some divisions developed between NGOs, somewhat 
along North/South lines, about the importance of de- 
mining work and prevention of future landmine pro- 
duction and use. How these divisions were addressed 
may be useful to consider for NGOs working on the 
FCTC regarding the importance of both cessation and 
prevention of future addiction. Victims of landmines 
also played an important role. 


Lessons from the Landmine Campaign include the 
importance again of establishing regular communica- 
tion between NGOs, particularly between the North 
and South. The need for NGOs to establish common 
goals and principles, and stick to them, was also 
emphasised. Identifying government allies is key. The 
challenge of achieving consensus within the UN 
process eventually led governments, with Canada in 
the lead, to take the treaty out of the traditional 
process, which dramatically sped up the process. 
NGOs worked very closely with governments, in an 
unprecedented manner, to ensure successful ratifica- 
tion of the treaty in 1997. 


Important lessons from the Baby Food Campaign 
for NGOs working on the Framework Convention 
on Tobacco Control include the importance of 
developing international networks or coalitions to 
share information, strategise, expose ongoing 
industry abuses to the media, government delega- 
tes and WHO, to develop a lobby strategy, and to 
agree on some basic points regarding what the 
final outcome should be. 


Finally, I would like to talk about NGO involvement in 
environmental conventions, including the UN 
Framework Convention on Climate Change of 1992 
and its protocols, and the Vienna Convention for the 
Protection of the Ozone Layer of 1985 and its protocols. 


Industry opposition to these treaties has been formi- 
dable, particularly the Framework Convention on 
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Climate Change and its protocols. We can learn a 
great deal about the role of transnational corporations 
in obstructing treaties as well as the role of NGOs 
from these environmental conventions. 


NGOs worked with the scientific community to pub- 
licise important environmental research, educate the 
public, and push governments to act — all of which 
laid the groundwork for international environmental 
agreements. By being catalysts for treaty develop- 
ment, a logical consequence is that NGOs were 
involved in early drafting of these treaties — more so 
with the bio-diversity convention than the climate 
change and ozone treaties. NGOs provided important 
technical expertise. 


International organisations with a global grassroots 
base like Greenpeace and Friends of the Earth, and 
NGOs through networks like the Climate Action 
Network, co-ordinated efforts to build support and 
identify governmental allies for environmental con- 
ventions. NGOs gave input to government delegates, 
helped prepare position papers, acted as translators for 
scientific and technical data, commented on drafts 
and final document language, and lobbied delegates - 
in short, advocating for stronger treaties with shorter 
timelines. 


In the case of the ozone issue, scientists and NGOs 
were successful in reaching the public through the 
media, which helped build momentum for the treaty. 
NGOs educated the media, and used media to expose 
and pressure the chemical industry, their associations 
and government allies. NGOs held press conferences 
during negotiations, put out daily newsletters on the 
proceedings, held demonstrations, and so forth. 


In the case of the Climate Change Convention, even 
though the science was solid — as is the case with 
tobacco — the corporations, particularly the oil giants, 
attacked the science and formed “front” groups like 
the Global Climate Coalition which regularly took 
out full-page ads in the biggest newspapers in the US, 
and created or exacerbated divisions between the 
North and South. Environmental NGOs found them- 
selves up against the world's largest and most power- 


ful transnational corporations, some with annual 
revenues in excess of $100 billion (roughly double 
that of Philip Morris). 


The Climate Action Network is made up of over 250 
environmental organisations from around the world, 
ranging from large international groups like 
Greenpeace, and Friends of the Earth, to smaller local 
ones in developing countries. NGO participation was 
specified in the Framework Convention on Climate 
Change. The network has seven regional focal con- 
tacts, and is organised into regional networks, and 
obtained UN accreditation to the International 
Negotiating Committee meetings. This accreditation 
allowed national NGOs with no official international 
standing to have observer status as members of CAN. 
Several countries at first were opposed to NGO 
participation. The Network has served as a system 
to share and co-ordinate information, to formulate 
policies and strategies, and to better resist the influ- 
ence of the transnationals. 


Lessons from environmental conventions include the 
importance of NGOs to agree on some broad goals, to 
remember that different kinds of approaches are 
needed, and to establish good relationships with key 
countries. Ratification and compliance are important 
pieces that should not be forgotten. 


Some conclusions we can draw from these examples 
of coalition building are: 


1) NGOs working on the FCTC need international 
networks or coalitions to facilitate communication 
and co-ordination. 


2) NGOs should develop a plan that includes a media 
and lobbying strategy. 


3) NGOs working on the FCTC should develop some 
common goals or principles. 


INFACT 

256 Hanover Street 

Boston, MA 02113 USA 
Tel: (1) 617-742-4583 
Fax: (1) 617-367-0191 
http://www. infact.org 
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Motivating NGO Members 
and Building Coalitions 


Emma Must 
ASH (London) 


Summary 


There has never been a better time to push for solutions with the development of the Framework Convention on 
Tobacco Control. All the evidence gained from other conventions shows that they will only be strong and mean- 
ingful if NGOs support the process. There are a number of ways that we might act in the various and diverse areas 


in which we work to make the FCTC an extremely strong piece of international law. For example, the World 
Development Movement launched ‘Marketing Death’ — a campaign for global standards in tobacco marketing, with 
the specific aim of getting the British Government to demonstrate firm commitment to the Framework Convention 
on Tobacco Control, and this objective was obtained. We NGOs are vital to the development of the Framework 
Convention. 


We have a problem 


According to the World Health Organisation, if pres- 
ent trends continue unchecked, whilst deaths in the 
developed world due to smoking related diseases will 
increase from 2 million per year at present to 3 mil- 
lion per year in 2030, deaths in developing countries 
will increase from 1 million per year at present to 
7 million per year. 


And amongst the causes of this problem are the 
aggressive marketing tactics now being used by the 
tobacco multinationals in developing countries, as 
they turn their attention to the Third World in search 
of new markets. 


@In Sri Lanka, for example, British American 
Tobacco sponsors a “Golden Tones Disco”, employ- 
ing young women in shimmering golden saris to 
offer each person entering the disco a free Benson 
and Hedges cigarette and a light, saying “Go ahead 
I want to see you smoke it now”. 


We need solutions, and we need them urgently. 

Luckily we have two factors in our favour: 

1. There are a lot of us; 

2. There has never been a better time to push for solu- 
tions with WHO taking the initiative and going full 
speed ahead in developing its Framework 
Convention on Tobacco Control (FCTC). 


So Id like to talk a little about the FCTC; why NGOs 
will be crucial to its success; and how we might act to 
make it successful — everyone from the World Alliance 
of YMCAs to the International Council on Alcohol 
and Addictions. I’ll draw in particular on an example 
of a campaign I was involved with in the UK whilst 
working with the World Development Movement last 
year before joining ASH in London to work on inter- 
national tobacco issues, which is where I’m now based. 


The Framework Convention 


The FCTC is a piece of international law, like various 
environmental conventions, for example, the Climate 
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Change Convention or the Vienna Convention for the 
Protection of the Ozone Layer. Signatory governments 
would agree to pursue broad goals in areas such as: 


@ tobacco advertising and marketing 
@ smuggling 
@ product regulation 


Attached to the Framework Convention, either nego- 
tiated alongside or afterwards, could be a number of 
protocols — more detailed legal instruments to flesh 
out specific policy aims in these and other areas. 


The first milestone in the life of the Convention was 
May 1996 when the World Health Assembly called on 
the Director-General of the WHO to initiate its devel- 
opment. It was picked up again by Dr Brundtland last 
summer when she took over at the WHO. The next 
crucial milestone is coming up next week during the 
World Health Assembly, when governments have the 
chance to pass a resolution to give the green light to 
the political phase of the Convention [This has since 
occurred]. 


The role of NGOs 


All the evidence gained from other conventions shows 
that they will only be strong and meaningful if NGOs 
support the process. NGOs acting in alliance can 
play a crucial role in rendering the dense and opaque 
politics of international conventions accessible to 
smaller local organisations; applying lobbying and 
media pressure on governments back home, then 
forcing a beauty contest between them at convention 
meetings where they try to outshine each other; and 
sharing information about the tobacco industry to 
undercut their arguments. 


Lucinda Wykle-Rosenberg, from INFACT, presented 
some detailed examples of such NGO activity — coali- 
tions which pushed forward, 
for example, the Code of 


Each year Marketing of Breast milk 
300 billion Substitutes, the Climate 
cigarettes - that Change Convention and the 
is a third of all Landmines treaty. In all of 
cigarettes those treaties, the general rule 
entering of thumb is: the greater the role 
international of NGOs in negotiating inter- 
commerce = national treaties (or codes) the 
are smuggled, stronger the final outcome. 
escaping taxes 
and import What I want to concentrate on is 
restrictions. 


how we might act in the various 
and diverse areas in which we 


he 


work to make the FCTC an extremely strong piece of 
international law that might go some considerable way 
towards averting those catastrophic death projections. 


Firstly, those of you concerned with youth issues: 
such as the YMCAs, the Girl Guides and the Girl Scouts: 
You might want to concentrate on using the 
Convention to stamp out the marketing of tobacco 
products to young people. 


@ In Cambodia, for example, the multinational Japan 
Tobacco covers ice cream wagons with cigarette 
adverts — specifically to attract children; 


Such tactics aimed at children are reflected in the 
increase in the numbers of children smoking in many 


developing countries. 


@ In Malaysia the number of 


Malaysian girls under twelve ag one NGOs 
who smoke has trebled in the in negotiating 
last ten years. international 
treaties (or codes) 
Or perhaps you might want to _ the stronger the 
look at the issue of smuggling. final outcome. 


Smuggling of tobacco products 

is a growing problem — in fact 

it increased 73% world-wide 

between 1990 and 1995. Each year 300 billion ciga- 
rettes — that is a third of all cigarettes entering inter- 
national commerce — are smuggled, escaping taxes 
and import restrictions. One effect is to make top 
international brands affordable to low income con- 
sumers, especially image-conscious young people in 
developing countries who regard western products as 
sophisticated and stylish. Young people can buy these 
products because smuggling makes them cheap. So 
you might want to try use the FCTC to reduce the 
problem of smuggling by: 


1. Increasing penalties for smugglers; 

2. Requiring tax-paid stamps on all tobacco products 
— to distinguish between legal and illegal goods — 
making contraband products easier to detect and the 
laws easier to enforce. 


Then there are those of you concerned with tobacco 
as a drug — perhaps the ICAA, the International 
Federation of NGOs for the Prevention of Drug and 
Substance Abuse, and Action for International 
Medicine. You will be aware that cigarettes are not 
regulated like other drugs and that nicotine from harm- 
ful cigarettes is freely available whilst therapeutic 
nicotine (in the form of patches) is only available on 


prescription. Cigarettes are not just tubes of paper 
filled with tobacco, but highly sophisticated nicotine 
delivery devices. 


You may decide to get your members to lobby their 
governments to regulate cigarettes like other drugs — 
bringing them under the same rules which govern 
the sale and promotion of other nicotine delivery 
devices. 


And then there are those of you concerned with 
poverty, such as the World Council of Churches. As 
Mary Assunta said about tobacco and poverty, the 
figures speak for themselves. 


@ A recent survey from Bangladesh demonstrated that 
people on low incomes who smoke 5 cigarettes a 
day have to cut food purchases by 15 per cent which 
reduces their daily calorific intake by a correspon- 
ding 15 per cent. 


@ And in Sri Lanka, in families where there is a 
smoker, 20-30% of total family income will typi- 
cally be spent on cigarettes. 


These are just the sorts of arguments that should be 
heard within the Framework Convention negotia- 
tions. There are of course many other aspects of the 
tobacco issue which the Framework Convention 
could address and which you might want to pick up 
and run with — women, and sports sponsorship, to 
name but two. 


The WDM campaign 


Id like to talk briefly now about one specific cam- 
paign — by an organisation concerned primarily with 
corporate accountability issues — the World 
Development Movement (WDM) in London, with 
whom I worked before joining ASH in April of this 
year. WDM was running a campaign called People 
before Profits — concerned with maximising the 
benefits and minimising the costs of multinational 
companies. 


WDM saw the FCTC as an excellent model for how 
to regulate one particular multinational industry — the 
tobacco industry. This model could then potentially 
be applied to other industries. Last September they 
launched “Marketing Death” — a campaign for global 
standards in tobacco marketing, with the specific aim 
of getting the British Government to demonstrate firm 
commitment to the Framework Convention on 
Tobacco Control in its policy paper last December. 


The campaign was launched with a stunt in Trafalgar 
Square: “Ad’s Army” — a crack squad of slick adver- 
tising executives (i.e., a bunch of drama students 
dressed up!) practised firing giant cigarettes at a map 
of the Third World before “marching off to conquer 
new markets in Africa, Asia and Latin America”. The 
campaign included distributing thousands of leaflets 
containing a postcard to be sent back to Prime 
Minister Tony Blair. More than three thousand 
postcards were eventually returned to him - we know 
this because we received a forlorn phone call from a 
harassed civil servant saying that the pile of postcards 
had now been passed on to her and “do we have to 
reply to them all?” 


Two developing country tobacco campaigners — Mary 
Assunta from Malaysia and Sajeeva Ranaweera from 
Sri Lanka — were then invited to tour Britain, taking 
part in media and public speaking events to highlight 
the ways in which tobacco multinationals are target- 
ing their countries with aggressive marketing tactics 
now being outlawed in the European Union. 


WDM also staged a high profile joint press conference 
with ASH and the British Medical Association as well 
as laying down an Early Day Motion in Parliament 
for MPs to register their support. 


The result of all this campaigning activity was that 
the policy paper issued last December contained a 
substantial section on the Framework Convention 
and a commitment by the Government to “do every- 
thing we can to help” in pushing it forward. Not 
bad considering that, according to one civil servant, 
the issue was “not even on the radar” three months 
earlier. 


Conclusions 

It’s clear that NGOs can make a difference to the 
development of the Framework Convention on 
Tobacco Control — we are a vital part of the solution. 


e First, get your information — from these wonder- 
ful glossy booklets produced by TFI; and by 
subscribing to Globalink — where there is now an 
international e-mail conference with frequent 
postings about the FCTC process, milestones 
coming up, and action you can take. 


e And find your niche: which aspects of the FCTC are 
most important to your organisation? How might 
your organisation act to make your policy demands 
a reality through the Convention? — whether you are 
a youth organisation concerned with stamping out 
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youth marketing and smuggling, or an organisation 
concerned with regulating tobacco like other drugs, 
or an organisation primarily concerned with poverty 
or corporate responsibility. 


At this point I’ll describe a small T-shirt given to me 
last year by Debra Efroymson, a campaigner then 
working in Vietnam. It is of the size to fit a small 
child — perhaps a three or four-year old. It’s bright red, 


complete with the Rothmans “Dunhill” logo embla- 
zoned across it and an ad for the World Cup in 2002. 


This T-shirt is just one reason why we need to act. The 
International Framework Convention on Tobacco 
Control could include a global ban on tobacco mar- 
keting, making this T-shirt a thing of the past and 
helping to prevent 10 million smoking-related deaths 
world-wide by 2030 from ever becoming a reality. 


Measuring Progress at the 11" World Conference 
on Tobacco OR Health 


Joe Patterson 
Senior Consultant, American Cancer Society 


Summary 


Outcomes of health programmes are better when NGOs become involved. One of the objectives of the 11" World 
Conference on Tobacco OR Health is to increase the number of NGOs in the fight against tobacco. This will be 
particularly important in reaching areas of the world where there is very little tobacco control activity, and where 


the burden of tobacco-related disease is high. The 11" World Conference will encourage development through scho- 
larships to attend the conference, providing seed money to start programmes and by initiating global surveillance 
of tobacco-related issues at the country level. International NGOs can enhance the development of tobacco control 
by attending the Conference to create new partnerships and provide new ideas, by making a formal organisational 
commitment to fight tobacco, and by getting affiliates to actively participate in tobacco control programmes. 


First of all, on behalf of the American Cancer Society, 
we’d really like to thank INGCAT for your leadership 
in putting this meeting together. It’s a very important 
meeting and we very much support what you are try- 
ing to do. We’d also like to thank the sponsors for their 
leadership and their commitment and of course their 
financial support. 


NGOs and government action 


Over the last two days the speakers have articulated 
the need for NGO support and leadership in tobacco 
control. Before I talk a little about the 11 World 
Conference, I want to make a couple of points. I’ve 
been in public health for 25 years, and half of that has 
been at local, state and federal government agencies, 
a quarter of that with NGOs and a quarter of that 
consulting back to those federal agencies and NGOs. 
One of the observations I’ve made over those 25 years 
is that whether we were dealing with heart disease or 
tobacco control, other areas of cancer, AIDS or 
immunisation, the outcomes were almost always 
better when there was strong NGO support that 
combined with whatever action the government was 


taking. It is very important to get a lot of NGOs 
involved, in particular NGOs that aren’t the normal 
partners you would anticipate. I think that NGOs 
bring a balance to the effort. In tobacco control, 
NGOs give credibility to actions, particularly in the 
area of advocacy — credibility that you also can’t get 
any other way. At the same time, NGOs can keep 
government agencies from doing a lot of things they 
really shouldn’t be doing. 


The 11‘ World Conference on Tobacco or Health 


The 11‘ World Conference will be held in Chicago, 
Illinois in the United States, August 6-10 in the year 
2000. We expect around 3000 to 3500 participants. 
The conference objectives are: 


@ to strengthen and expand global leadership, 


@ to increase the number of organisations and indi- 
viduals engaged in the fight against tobacco, 
particularly with a focus on NGOs that have not 
participated in the past. 
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@ to promote ideas and strategies to create societal, 
political and economic change conducive to reduc- 
ing tobacco use throughout the world, and 

@ to promote the importance and strengthen the under- 
standing of tobacco policy change and how to 
achieve it. 


Essentially there are three conference themes that 
are overriding: 

1) appraising progress and celebrating success, 

2) nicotine: the present and the future, 

3) advocacy in action. 


In January of the year 2000, initial registration mate- 
rials including the preliminary programme and a call 
for abstracts will be mailed. In March of 2000 there 
will be a registration reminder card. April 2000 is the 
submission date for abstracts and posters. 


There are two very unique aspects of the 11" World 
Conference that I’d like to briefly mention. 


Scholarships for the Conference: World Conferences 
give us an opportunity to try to organise and stimulate 
action in different parts of the 
world. As in the past, this con- 
ference will provide scholar- 
ships to support the attendance 
and participation of people at 
the 11" World Conference. It 
appears that we have funding to 


One conference 
objective is 
to increase 

the number of 
organisations and 


Brite fully support approximately 
fight against 200 scholarships and about 50 
tobacco, partial scholarships for people 
particularly with a around the world. We want to 
focus on NGOs support individuals primarily 
that have in developing countries who 

not participated can help grow coalitions and 
in the past. alliances and interventions in 


their respective countries. 


There are 192 WHA member states, of which 
75 countries where tobacco control coalitions or 
alliances of some nature are relatively effective. This 
leaves 117 countries that we’ ll be targeting. We’ Il tar- 
get most of these countries for two scholarships. But 
larger countries like India, China, Indonesia and 
Pakistan have more burden of tobacco and will have 
more future burden of tobacco, so we need to try to 
have more than two people. We'll try to find 6-10 
people from some of these countries if possible. 


These scholarships to attend the World Conference 
are different to those given in the past. First, all of the 
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people to whom we give scholarships will be asked 
to attend a training session about tobacco control, in 
Atlanta, 2 days prior to the conference in Chicago. 
The course will be taught by Office on Smoking and 
Health personnel and WHO personnel about the 
basics of a comprehensive tobacco control pro- 
gramme. 


Another important innovation, dependent upon our 
fund-raising ability, is to provide small financial grants 
or seed money to some of these representatives of 
countries to help them get started in some of their 
developmental activities. These seed grants will, we 
hope, be in the nature of between $5,000 and $10,000, 
which I think can help many of these countries go a 
long way. 


Tobacco control country profiles: The tobacco control 
country profiles programme is a special project for the 
11'* World Conference and the American Cancer 
Society in collaboration with the Centers for Disease 
Control, Office of Smoking and Health and World 
Health Organisation. The epidemiology department of 
the American Cancer Society is co-ordinating this 
project right now, and the CDC will continue this 
global surveillance after the August meeting in 2000 
in Chicago. We’ll need help to check the accuracy of 
these profiles from all of you. 


That’s really what I have to say about the World 
Conference. Again, I’d like to encourage NGOs from 
all sectors to come to the World Conference. We need 
to partner and collaborate in different ways and with 
different people. There will be a special session set up 
to hear reports from international NGOs. I'd like to 
personally urge all NGOs, if you haven’t done so to 
date, to make a formal organisational commitment to 
embrace tobacco control as a priority and to get your 
affiliates involved at all levels, and in all ways to sup- 
port this effort. 


And Ill leave you with a couple sayings. I grew up 
on aranch in western United States and I often heard 
that even though I liked my dog a lot, sometimes the 
dog just won’t hunt for you. And the other thing I 
always heard, was that if the horse you are on dies, 
it’s time to dismount. We need to be really willing to 
look at what it is we are doing in health programmes, 
and be honest with ourselves. If the programme does 
not seem to be working, we don’t need to abandon the 
cause, we just need to change the ways we're doing 
things. In such we need to get a different horse. 


Thank you very much. 


NGOs and the Framework Convention 


Karen Slama, Ph. D. 
Coordinator, INGCAT 


Summary 
In many developed countries, the prevalence of smoking grew for at least 50 years before reaching peak rates, and 
now, 50 years later, smoking still concerns between one-fourth and one-third of the population in these countries. 
With smoking now increasing in the populous and poorer areas of the world due to the aggressive marketing of the 
tobacco industry, the extent of disease and death from tobacco use will far surpass what has already occurred. The 


world needs an enforced international standard of behaviour for the tobacco industry as well as public health and 
economic measures necessary to speed up the process towards declining use. This can only be achieved through the 
international Framework Convention on Tobacco Control. NGOs can be a potent force in developing the convention 
by proposing the strongest standards for the content of the treaty, including protection of children, equity for 
women, adequate and effective help for smoking cessation, appropriate education about tobacco, sustainable deve- 
lopment without tobacco and basic human rights and consumer protection. 


Cigarette use in the US: a social phenomena 


The history of tobacco use is an important element in 
understanding why an international treaty about 
tobacco is now a necessary step in tobacco control. 
The use of cigarettes in the United States is a well- 
documented example of the social nature of tobacco 
use. 


In the 1880s, machine-produced cigarettes were intro- 
duced at low cost, and sales multiplied. Over the next 
15 years there was a 600% growth in cigarette sales. 
And then the tobacco industry increased their efforts 
(1,2). From 1900-1905, the American Tobacco 
Company handed out bags of free cigarettes to every 
male immigrant arriving at Ellis Island (3). 


Nevertheless, anti-tobacco social norms were high, 
and by 1909, it was illegal to sell or use cigarettes in 
17 states. The expression “coffin nails” came from this 
period. There was a national anti-tobacco campaign. 
But despite social resistance, tobacco makers’ profits 


grew, and their power grew, and their means of influ- 
encing social norms grew, particularly during the First 
World War. Cigarettes were craftily promoted as a 
necessity. This phenomenon was occurring through- 
out the West. A French poster, for example, says, 
“Cigarettes make us smile. Make sure that your soldier 
never goes without”. Back in the US, General 
Pershing was famous for saying, “Tobacco is as indis- 
pensable as the daily ration.” Anti-tobacco talk was 
considered unpatriotic and punishable under the 
Espionage Act (3). 


By 1927, anti-tobacco laws no longer existed, adver- 
tising was starting to target women, and tobacco had 
been used by over 50% of men. The trend continued: 
over 80% of the men born in the 20s and 30s were 
ever-smokers, that is, they had smoked cigarettes 
during at least part of their lifetime. The result of this 
epidemic of smoking can be seen in this smoothed 
graph of maximum rates of men’s and women’s 


smoking by 10-year birth cohorts. 
As 


Maximum rates (%) of men’s and women’s smoking in the US, 
by 10-year birth cohorts 


1900-09 1910-19 1920-29 1930-39 1940-49 1950-59 


It took 50 years to reach the peak of consumption of 
4340 cigarettes per capita, in 1963 (4). Since then, 
men’s rates have decreased. Despite the campaigns, 
the laws and health education, the decrease has only 
been slow, and the decline in women’s rates is only 
recent. We are already looking at over 100 years. 


Patterns of cigarette use in the world 


The curve of cigarette use in the US is similar to what 
we see in other countries that have data over time. 
What is becoming clear is that it is important to keep 
the curve low, and to reduce the time it takes to get to 
the stage at which very few people want to smoke so 
they quit or they do not start. Now, there are clusters 
in US society that can be called post-tobacco. Very 
few doctors smoke, for example. In a study from 
Minnesota in 1993, only 4% of 30-39 year old doctors 
were smokers (5). But it has taken the US 100 years 
to get to the point where small, select sub-groups are 
leaving the curve. 


Men’s rates in many richer countries are declining, 
and have been doing so for 20 years or more. 
Women’s rates in those same countries are just begin- 
ning or have not yet begun to decline. This is a mas- 
sive social problem, and it has been exported to lower 
income countries. Unhealthy lifestyles and the dis- 
eases they cause are already sapping development, 


The wealth and the consequent power and corrup- 
ting ability of the tobacco industry describe the 
current situation. This cannot be allowed to conti- 
nue, and it cannot stop unless a universal and 
comprehensive standard of behaviour and control 
of the tobacco companies is created. 
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opening the door to exploitation and 
havoc for the healthcare systems in 
years to come. 


Not only are the tobacco industries busy 
corrupting governments and blocking 
public health initiatives while they 
recruit children into smoking, the con- 
sumer society is giving some strong 
messages that reinforce tobacco use: 
@ Consume tobacco to resolve problems 
@ Problems are solved with medical 
care and medication, rather than 


1960-69 being prevented in the first place 


@ Tobacco use is a way to define one- 
self 

@ The roles of the product, the market, society and the 
government are minimised, and the issue is framed 
as individual choice. 


So now, tobacco use is growing among men in the 
populous and poorer regions in the world. And it is 
growing for women. The problem that confronts us is 
that we are only at the beginning of the curve for most 
of the world. Will this go on for another 100 years and 
more? Remember, “the vector here is not a rat flea nor 
a mosquito but the tobacco industry, which is consid- 
erably more adaptable and much richer than are fleas 
or mosquitoes” (Dr. F. Bass, on Globalink) 


The wealth and the consequent power and corrupting 
ability of the tobacco industry describe the current 
situation. This cannot be allowed to continue, and it 
cannot stop unless a universal and comprehensive 
standard of behaviour and control of the tobacco 
companies is created. That is what we can hope for 
with the Framework Convention for Tobacco Control. 


NGOs and the FCTC 


The Framework Convention for Tobacco Control 
(FCTC) is an international treaty concerning tobacco 
control, the contents of which are to be negotiated by 
nations. It will take the form of a framework docu- 
ment that includes a number of different articles or 
protocols, so that nations can sign on to the frame- 
work, and then can sign on to various protocols with 
the framework. The content of the protocols depends 
on the work of NGOs. The strongest, most efficient 
protocols will need a great deal of lobbying and pub- 
lic support to get onto the negotiating table. Here it is 
time for all NGOs to be involved: writing drafts, 
getting support, lobbying the government. Indeed, 
NGOs can expand the conception of what is feasible 
and necessary (6). 


NGOs must join together behind the Framework 
Convention wholeheartedly and in cooperation, using 
the press, lobbying, being on the internet, mobilising 
all members of various organisations. And then, when 
governments sign, NGOs will be there, watching, 
monitoring and reporting on progress and application 
and pushing for more. 


The working group themes of the NGO mobilisation 
meeting are categories that can be envisaged in the 
context of the Framework Convention. What would 
the best Framework Convention contain to cover these 
issues? 
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Children Exposed to Tobacco Smoke 
and to Smoking 


Children as the raw recruits 
for the tobacco market 


Clive Bates 
Director, Action on Smoking and Health, London W1H 9PL 


Some 250 million children alive today will, on pres- 
ent trends, die prematurely as a result of tobacco use. 
The recruitment of new smokers to the tobacco mar- 
ketplace begins in teenage years — or earlier — and is 
central to commercial success. If kids are not smok- 
ing by 18 they are unlikely ever to smoke. 


According to RJ Reynolds Tobacco: 

“Younger adult smokers are the only source of 
replacement smokers... If younger adults turn away 
from smoking, the industry must decline, just as a 
population which does not give birth will eventually 
dwindle.” (1984) 


According to the world’s largest tobacco multina- 
tional, Philip Morris, recruitment works as follows: 
“(A) cigarette for the beginner is a symbolic act. lam 
no longer my mother's child, I'm tough, I am an adven- 
turer, I'm not square... As the force from the psycho- 
logical symbolism subsides, the pharmacological 
effect takes over to sustain the habit.” (1969) 


Targeting of children is sophisticated — in the words 
of one advertising agency: 

“In the young smoker's mind, a cigarette falls into 
the same category with wine, beer, shaving, wearing 
a bra (or purposely not wearing one), declaration of 
independence and striving for self-identity... Thus, an 
attempt to reach young smokers, starters, should be 
based, among others, on the following major para- 
meters: 


@ Present the cigarette as one of the few initiations 
into the adult world. 


@ Present the cigarette as part of the illicit pleasure 
category of products and activities.” 
(Ted Bates advertising New York, 1975.) 


Tobacco is thus carefully positioned as an inevitable 
rite of passage to adulthood. This is why health edu- 
cators, teachers and parents find it so hard to dislodge 
the appeal of tobacco to children in their care. Tobacco 
is positioned as an intrinsic rejection of the gatekeep- 
ers of childhood. A world-wide clampdown on 
tobacco marketing would begin the process of 
demythologising tobacco and deconstructing its sym- 
bolic power as rite of passage. 


Given that smoking rates are lower for women world- 
wide, and especially in developing countries, the 
biggest potential new market for the tobacco industry 
is the recruitment of girls. In developing countries, 
smoking is not only associated with the rite of passage 
to adulthood, but with aspirational values attached to 
“westernisation”. For some women, smoking may 
symbolise new-found liberation in a “modernising” 
society. 


Children as passive smokers 

Other people’s tobacco smoke causes a range of health 
problems. Unlike adults, children have little control 
over their exposure — most of which will be deter- 
mined by their parents and will be dominated by 
parental smoking. The impacts are serious and start 
before birth: 


e Low birth weight and pregnancy complications. 
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@ Sudden infant death syndrome (cot death). The 
British Medical Association estimates that 
100 babies per year die from smoking related SIDS 
in the UK. 


@ Respiratory illnesses in babies and toddlers. In the 
UK, the Royal College of Physicians estimates 
there are 17,000 hospital admissions per year in 

the under-5s in the UK attrib- 

utable to parental smoking. 
Tobacco is 
positioned as an 
intrinsic rejection 
of the gatekeep- 
ers of childhood. 
A world-wide 
clampdown on 
tobacco marke- 
ting would begin 
the process of 
demythologising 
tobacco and 
deconstructing its 
symbolic power 
as rite of passage. 


e Asthma can be made worse, 
attacks can be triggered, and 
there is some inconclusive 
evidence that the conditions 
may be caused by smoke 
exposure — 80% of people 
with asthma report that other 
people’s tobacco smoke 
makes their symptoms 
worse. There are about 2 mil- 
lion children with asthma in 
the UK. 


This is not a problem that can 

be easily legislated for — and 
generally reduction of exposure emerges culturally. 
As a society becomes more aware of the problem, 
adults may try to avoid smoking near children; parents 
may leave the room or house; parents avoid smoking 
in the car; areas where children go — such as schools 
or nurseries — may be designated non-smoking. 


There is an open question about the extent of adults’ 
responsibility: if an adult knows that a form of behav- 
iour (smoking) will lead to a distressing and painful 
outcome for a child (an asthma attack), and still goes 
ahead and does it, how should that action be regarded? 


Parental and adult influence 


Children whose parents smoke are typically twice as 
likely to smoke as those with non-smoking parents. In 
a sense this is a particularly insidious form of “passive 
smoking”’: the child is “conditioned” by the parental 
smoking to have a higher propensity to smoke — and 
therefore to suffer the eventual health consequences 
and addiction. 


Similar arguments apply to teachers and to other role- 
models. Public figures such as pop stars, actors, sports 
people or super-models, may make their own choices 
about smoking, but these may be amplified dramati- 
cally among their fans - the responsibilities such 
people have is a debating point. Many simply do not 
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recognise that through a long chain of cause and 
effect, their personal choice may be seriously harming 
or killing others. 


Aspirational role models have also been used as a 
form of paid advertising by tobacco companies - for 
example, Sylvester Stallone was paid to smoke a par- 
ticular brand in Rambo and Rocky, and The Muppet 
Movie and Who Framed Roger Rabbit had tobacco 
products placed in them. This is the most exploitative 
form of advertising and it will be banned in the US 
and European Union. 


Working group report 


Clive Bates, facilitator 


NGOs: Campaign for Tobacco-Free Kids, European 
Network for Smoking Prevention, European Network on 
Young People and Tobacco, INFACT, International Union 
Against Tuberculosis and Lung Disease, World Heart 
Federation, World Vision 


Other: WHO 


Long-term goals: 


Reduce and eliminate tobacco use by prevention of 
exposure, initiation and addiction in children. To do 
this: 


e Recast tobacco control programmes with con- 
cepts of freedom, democracy and welfare. 


e Develop adult-oriented programmes for children. 


Short-term activities: 


e Youth programmes need to be re-evaluated. 
Adult-oriented children programmes and poli- 
cies should be implemented. 


e Effective campaigns with media coverage should 
be aimed in order to distribute the situation analy- 
sis and by creating images for key audiences. 


e Educating the already involved organisations and 
not as yet involved organisations on children’s 
specific needs. Educating parents, pregnant 
women, caregivers, teachers and health profes- 
sionals. 
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e Disclose the tobacco industry tactics and cam- 
paign using the freedom argument. 


e Individuals start smoking at an early age. The 
tobacco industry needs young customers. 
Therefore, more should be learned about tobacco 
industry youth programmes. The tobacco indus- 
try should not be allowed to carry out campaigns 
on protection of youth against smoking. Their 
idea behind this strategy should be disclosed. 


e Policy meetings and youth meetings must be 
used for policy and strategy development and 
definition, particularly: 


- Integration of the right of children to live smoke- 
free with a “convention on children’s rights”. 


- Application to tobacco of the normal standards 
used with other products. 


- Reduction of financial loss to improve the welfare 
of children in developing countries. 


Women Resisting the Tobacco Industry 


Patti White 


Senior Policy Adviser, Health Education Authority, 
England 


Current prevalence rates 


Smoking rates among women are generally lower 
than those among men. Data from industrialised coun- 
tries indicates that in societies where equity is grow- 
ing between the sexes and where women’s smoking 
has a longer history of being socially accepted, 
tobacco smoking rates among women rise or remain 
stable until they join with men’s declining rates, and 
then they decline together. In many low income coun- 
tries, rates among women are low, and the WHO esti- 
mates that, world-wide, 12% of women smoke, com- 
pared to 47% for men. However, in some pockets of 
society, traditional patterns of tobacco use can produce 
very high rates among women. 


Health effects by gender 


In addition to the damages caused to the human male 
body by tobacco, women’s bodies are subject to many 
other damages related to the reproductive system, 
including greater risk of decreased fertility, bleeding 
in pregnancy, spontaneous abortion, earlier 
menopause. Evidence is growing that dose for dose, 
women have a higher risk than men for lung cancer 
and respiratory damage. Research also indicates that 
among girl smokers lung function is damaged more 
rapidly than among boy smokers. 


Tobacco industry targeting of women 


The bigger the market, the more profits they make. 
And it has been done before. In the United States, 
women were paid to smoke in the street so that 
social attitudes about women smoking in public 
might change. The emancipation issue is closely 
associated to smoking in advertising directed at 
women. For any group that wants a visible sign of 
“moving up in the world”, cigarettes are accessible 
and affordable. 
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@ Cigarette use has come to be linked to these issues 
related to women’s search for equality and equity: 
freedom of choice, freedom of movement, dispos- 
able income. 

@ In many societies, smoking 
has become the ersatz sym- 
bol of emancipation: there is 
nothing free about it and this 
does nothing for the basic 
needs of women for educa- 
tion and empowerment. 

@ In western societies, thinness 
is seen as a sign of wealth 
and self-control: smoking 
has become a weight control 
device. Nicotine appears to modify the body’s 
metabolism to burn more energy, so it is a hunger 
suppressant. In low income areas people may smoke 
instead of eat. 

@ In western societies, women, perhaps more than 
men, use cigarettes for mood control, particularly 
negative emotions such as frustration and anxiety. 
We do not know if the reasons for smoking in low 
income countries are similar. 


Evidence is 
growing that 
dose for dose, 
women have 

a higher risk 
than men 

for lung cancer 
and respiratory 
damage. 


Women resisting the tobacco industry 


In societies where smoking or any other form of 
tobacco use is not culturally acceptable, the burden 
lies in preventing the association between the growth 
in equity and taking up tobacco use. In societies where 
smoking rates are rising or stable among women, the 
challenge will be to dissociate tobacco use from the 
positive values it may be associated with. In societies 
where women’s smoking rates are declining, the chal- 
lenge will be to maintain and reinforce that decline, 
and cater to the special women’s groups that are not 
being reached. 
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Working group report 


Patti White, facilitator 


NGOs: American College of Chest Physicians, APACT 
International Network of Women Against Tobacco, Medical 
Women’s International Association, Soroptomist Inter- 
national 


Long-term goals: 


e We must avoid a tobacco pandemic among 
women in developing countries. 


e Decreasing / avoiding tobacco use is tied to 
women’s equity issues: women must have equal 
access to education and services. 


e Women have an especially strong interest in 
tobacco control because of sexual health, repro- 
ductive health, welfare of children, their role as 
health providers in general and in the family, 
and cosmetic issues; the key is in raising aware- 
ness and concern among women. Women must 
raise the issue with other women. We must gain 
the interest and support of women’s organisa- 
tions. 


Short-term activities: tt 
Medical Women’s International Association (MWIA): 
e Report and recommend for Executive Committee 
to advocate tobacco control. 
e Work specifically within the Central Europe 
Group. 
e Promote World No Tobacco Day. 


Soroptomist International 
e Put tobacco control on the agenda at the 
International Convention in Helsinki in July 
1999, 
e Place an article in the quarterly Soroptimist mag- 
azine. 
e Networking with other (women’s) groups. 


International Network of Women Against Tobacco 
(INWAT) 

e Wide distribution of its expert report on “Gender 
and Tobacco” through cancer leagues and 
women’s organisations. 

e Develop the website with more information on 
why tobacco is a women’s issue. 

e Recruit more members, seeking them in women’s 
organisations. 


American College of Chest Physicians (ACCP), an 


organisation with world-wide membership 
e Create an anti-tobacco coalition of 150,000 


American physicians 

-@ Write to deans of medical schools, schools of 
pharmacy and dentistry throughout the world with 
a suggested minimum educational sheet about 
tobacco and type of examination questions. 


Asia Pacific Association for Control of Tobacco 
(APACT) 
e Lobbying government bureaux 
e Networking with women’s organisations 
e Networking with media people interested in 
women’s/children’s issues 
e Recruiting people to “monitor” the media 
e Get good data, by encouraging medical research 
groups to work on tobacco issues. 


Enabling Education about Tobacco 


David Simpson 
Director, International Agency on Tobacco and Health 


A vital component of any effective tobacco control 
policy is education. In the context of this workshop, 
the term is being defined in its widest sense, to cover 
the twin topics of public education campaigns, and 
public information work. 


e@ Public education denotes research-led, pre-tested 
education programmes aimed at specific target 
groups, for example school children of various ages, 
young adults, or women smokers. 


@ By contrast, public information describes the pro- 
duction and dissemination of a continuous flow of 
accurate and topical tobacco control information, 
and quickly responding to any opportunity to inform 
the general public or special target groups (such as 
politicians), via the news media. 


Public education is a specialist area, and in most 
countries it is carried out either directly by officials 
within the health ministry, or by state health promo- 
tion organisations. In some countries well-established 
medical charities also run their own public education 
programmes. 


Although time will be limited, the working group will 
look at the main objectives of public education pro- 
grammes about tobacco, and 
the steps necessary (though not 
always undertaken!) to ensure 


A vital componen : 
= that it achieves maximum 


of any effective fect 
tobacco control —— 
policy is . 
education. Public information pro- 


grammes will then be dis- 
cussed, including their main 
objectives and characteristics, 
in particular some of the techniques for using every 
available opportunity to get the health message 
across to target audiences. Some typical public 
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information activities will be discussed, including 
how to make the most of aspects of tobacco control 
which are of special interest to journalists. 


Working group report 


David Simpson, facilitator 


NGOs: International Baccalaureat Schools, International 
Federation of NGOs for the Prevention of Drug and 
Substance Abuse, International Union Against Tuberculosis 
and Lung Disease, World Association of Girl Guides and 
Girl Scouts, World Council of Churches 


Preamble: 


Education should not only focus on cessation but 
should include every aspect of tobacco control so that 
governments do not see cessation as an easy way out. 


Long-term goals: 


e Education should work towards reaching or main- 
taining non-smoking as the accepted standard. 


e Education and informational messages should 
include explanations of the tobacco industry’s 
roles and tactics. 


Short-term activities: 


For all NGOs: 
e As a code of practise, NGOs will not accept 
tobacco money to finance their programmes or 

activities. 


e To produce an educational document outlining 
the various tactics employed by the tobacco 
industry and to seek WHO’s endorsement. 


e Always looking for opportunities to work with 


International Union Against Tuberculosis 
other NGOs on tobacco. 


and Lung Disease 
e A survey of all constituent members as to current 
and planned activities in tobacco control, and 
encouragement to become more involved by 
joining or creating national tobacco control coa- 
litions. 


e To introduce the topic of tobacco at board meet- 
ings / to get tobacco on the agenda before the end 
of 1999. 


e To deal with the topic of tobacco in NGOs’ 
newsletters in 1999/2000. 
World Association of Girl Guides and Girl Scouts 
e To make conferences smoke-free events. e The Girl Guides will work to establish smoke- 
free events. 
e To sign the INGCAT Declaration on Growing 
Up Without Tobacco in 1999/2000. e They will make a survey of members about 
existing or planned tobacco programmes / activ- 
International Baccalaureat Schools aaa | 
e In collaboration with WHO and the US CDC, the 
IBS will sponsor a research project on 
“Effectiveness of Health Education” which will 
include tobacco. 


e Participation in World No Tobacco Day. 


International Federation of NGOs against Drug Abuse World Council of Churches (WCC) 


(IFNGO) e The World Council of Churches Conference in 

e The next IFNGO/ASEAN NGOs Conference 2000, entitled “Addiction and the Church’s 

will have anti-tobacco as its theme. Responsibility” will include tobacco as a topic. 

e Malaysian schools to embark on the “Just 5 min- e WCC will embark on a project of “Tobacco-Free 
utes” programme as an anti-tobacco campaign. Sunday”. 


Health Care and Smoking Cessation 


Dr. Jean-Francois Etter 
Institut de Médecine Sociale et Préventive, Université de Genéve 


Given the long delay between smoking initiation and 
the occurrence of smoking-related diseases, most 
smoking-attributable deaths in the next 30 years will 
occur in persons who already smoke today. 
Consequently, the implemen- 
tation of effective smoking ces- 


There is a role sation interventions on a wide 


for NGOs in scale seems necessary. 
encouraging the 
onic Since large numbers of smok- 
pra i ers are in contact with the 
terveniions health care system every year, 
in population health care settings are an ade- 
settings and quate place to implement 
in health care smoking cessation interven- 
settings. tions. 


Several guidelines for smoking 
cessation were issued in recent years, including guide- 
lines from the British Thoracic Society, the U.S. 
Department of Health and Human Services, and the 
American Psychiatric Association. These guidelines 
recommend that health care systems should be mod- 
ified to routinely intervene with tobacco users. Advice 
to clinicians includes: 


@ Assess smoking behavior in all patients at every 
Visit, 

@ Advise all smokers to quit, 

@ Assist patients in smoking cessation, in particular by 
organizing follow-up and prescribing nicotine 
replacement therapy. 


The AHCPR and BTS guidelines also formulate rec- 
ommendations for health care administrators, com- 
missioners, insurers and purchasers, including the 
funding of smoking cessation services and therapies, 
training programs, and evaluating these interventions. 
These guidelines could be used as basic working doc- 
uments for NGOs present at the meeting. 


Aw 


At present, the implementation of the guidelines rec- 
ommendations in health care settings is far from per- 
fect. There is a role for NGOs in encouraging the 
implementation of smoking cessation interventions 
in population settings and in health care settings. 
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NGOs: American Cancer Society, International Council on 
Alcohol and Addictions, International Council of Nurses, 
International Federation of Pharmaceutical Manufacturers 
Associations, Smoking and Health Action Foundation, 
International Union Against Cancer, World Heart 
Federation, World Self Medication Industry 


Long-term goals: 


e Education about cessation should be provided to 
all health professionals (especially doctors, 
nurses and pharmacists), policy-makers, smok- 
ers, and prevention experts. 


e Barriers to aiding cessation need to be addressed. 
These include: lack of reimbursement and time 
for practitioners, priority given to fight the onset 
of tobacco use, little funding for education or 
information about cessation treatments, little 
involvement by NGOs, few clinics, high cost of 
nicotine replacement therapy and difficulty of 
access to it. Tobacco control policy should 
include regulatory changes. 


e There must be a global approach to tobacco con- 
trol that includes cessation as a public health 
issue, and a community-wide basis. 


Short-term activities: 


Suggestions for INGCAT 
e Network so that more NGOs become active in 
tobacco control. 


e INGCAT should issue an authoritative statement 

about cessation, which must 

- get endorsement from credible sources (WHO, 
American Cancer Society, etc.), 

- encourage NGOs to adopt and endorse 3-4 fea- 
sible priority activities, 

- provide NGOs with expert knowledge, and 

- take into account the different culture and pri- 
orities of NGOs. 


e Mobilise NGOs to participate at the 11° World 
Conference on Tobacco or Health, in Chicago, in 
August 2000. 


Suggestions for health care professionals 
and settings: 
e Decrease the prevalence of tobacco use among 
health care professionals. 


e Include education on risks and treatments in all 
health curriculums. 


e Encourage all health professionals to be rou- 
tinely active in tobacco control, 

- practising the 4As: Ask about tobacco use, 
Advise not to smoke, Assist those ready to quit, 
Arrange for more intensive therapy if so desired; 

- recording tobacco use as a vital sign; 

- measuring level of dependence. 


e Provide smoke-free facilities. 


e Survey prevalence of tobacco use, motivation re: 
quitting and dependence level of all staff. 


e Increase and improve the use of all cessation 
methods. 


Suggestions for policy changes: 
e Tobacco control requires a global approach and 
strategy; and this is true for cessation. 


e Regulatory changes are recommended concerning 
cessation treatment products’ classification, avail- 
ability and indications for use. Provision of reim- 
bursement possibilities need to be considered. 


e Governments and health professionals should be 
responsible to provide the best available treat- 
ment for tobacco use. Non-intervention should 
not be an option for governments, and malprac- 
tice on the part of health professionals. 


e Policies related to cessation should be synergis- 
tic with other tobacco control approaches. 


Suggestions concerning the Framework Convention: 
e Tobacco dependence should be recognised as a 
disease that requires appropriate treatment. 


e There must be appropriate treatment for tobacco 
dependence. 


e Tobacco should be more regulated. 


Human Rights and Consumer Protection 


Dr. Yussuf Saloojee 
Executive Director, Council Against Smoking, South Africa 


Governments have a responsibility to protect the health, 
safety and welfare of their citizens. Laws which bene- 
fit society as a whole are generally upheld as valid 


The original 
purpose of free 
speech and free- 
dom of the press 
is to guarantee 
free criticism of 
the government. 
It was not inten- 
ded to glamorise 
and promote a 


even if they run counter to the 
interests of some individuals. 


All societies accept restrictions 
on individual freedoms in the 
public interest. For example, 
speed limits on roads, pre- 
scription-only medicines, gun 
laws, bans on child pornogra- 
phy. They do so because they 
believe these prohibitions are 
for the common good. 


harmful product. 


Restrictions on the use and 

marketing of tobacco products 
are an important part of a comprehensive policy to 
reduce the harms of tobacco use. 


There are two main types of tobacco control legisla- 

tion: 

(a) Protective — these measures protect non-smokers 
from harm by controlling smoking in public 
places; and 

(b) Health promoting — these measures promote 
health by discouraging smoking. They include 
limits on cigarette marketing through tax and 
price policies; control of advertising and spon- 
sorship; health warning requirements; and restric- 
tion of sales. 


Traditionally the law has always been used to protect 
people from harm by others. The use of the law to 
promote health, however, is considered to be pater- 
nalistic — it protects people from themselves. 


The tobacco industry has skilfully exploited people’s 
desire for a free society to oppose regulation. 


Ae 


The industry has formulated a standard set of argu- 
ments in defence of its product. These include: cast- 
ing doubt on the established facts (“no proof smoking 
causes cancer’’); diverting attention to other issues 
(“why pick on tobacco when there are more important 
problems such as AIDS”); projecting tobacco control 
laws as an invasion of civil liberties, and stressing the 
economic importance of tobacco. 


The aim is to create doubt in the public mind about the 
risks of smoking and the legitimacy of tobacco control 
measures. 


As long as there is “doubt”, governments will have an 
excuse for not legislating against tobacco and smok- 
ers will have a reason for continuing to smoke. 
Tobacco will remain profitable and health advocates 
can be dismissed as the enemies of freedom. 


Some key questions 


1. “Is a ban on tobacco advertising and promotion 
an attack on freedom of speech?” No. The origi- 
nal purpose of free speech and freedom of the press 
is to guarantee free criticism of the government. It 
was not intended to glamorise and promote a 
harmful product. Restrictions on tobacco can be 
looked on as normal legal regulation of business 
and trade. In many countries there are legal prod- 
ucts which cannot be advertised to the public — 
such as pharmaceuticals. 


2. “What about freedom of choice?” Every day, chil- 
dren are being pushed into starting a life-long 
addiction — the consequences of which they do not 
understand and will not understand until it is too 
late. Within a year of beginning smoking, most US 
teens will try unsuccessfully to quit. Addiction 
starts early. About 70% of teenage smokers say that 
if they could start afresh, they would not smoke. 
But the industry’s public relations factory argues 
that smoking is about free choice. 


3. “If we regulate tobacco , what will be next — alco- 
hol, butter, coffee?” This is the same as saying that 
if we jail murderers, we will end up jailing children 
for stealing marbles. It confuses the important with 
the trivial. In regulating consumer products, society 
must balance the potential for harm against the 
ability of people to use the product safely. In mod- 
eration, alcohol and red meat are not harmful. They 
only become hazardous when consumed in excess. 
Tobacco, on the other hand, kills when used exactly 
as the manufacturer recommends, and there is no 
safe level of use. 


4. “What about smokers’ rights?” People are free to 
drink, but they are not allowed to drink and drive. 
In the same way, people are free to smoke but not 
where it may harm others. 


There is no conflict between good public health pol- 
icy on tobacco and people’s rights to basic freedoms. 
Consumers have a right to be protected from harmful 
products and it is government’s responsibility to guar- 
antee that right. 
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NGOs: ASH London, Consumers Association of Penang, 
INFACT, IUATLD, Public Service International, UICC 
Other: TFI, WHO SEARO, Strathclyde CSM 


Long-term goals: 
The Framework Convention on Tobacco Control 
(FCTC) should include: 
e A human rights and consumer protection charter 
specifying: 
- The right not to be harmed by products when 
used as the manufacturer intends. 


- The right to redress and compensation if 
harmed. 

- The right to information. 

- The right to a safe, clean environment. 

- The right to consumer education. 


e A charter for corporate accountability specifying 
that: 
- World trade policies must not increase tobacco 
consumption. 
- Health concerns must be considered when 
addressing trade issues. 


Short term activities: 


e NGOs should define content areas, and develop 
clauses for the charter. 


e Tobacco issues should be included in the dis- 
cussion at the World Trade Organisation negoti- 
ations in November 1999. 


e NGOs must build alliances and networks to 
work for the above goals. INFACT and the 
Consumers Association 
of Penang will participate 
in this process. 


In regulating 
consumer 
e NGOs should lobby their products, society 
governments so that, as must balance 
the UK has recently done, the potential 
countries prohibit their for harm against 
foreign missions from __ the ability of 
promoting tobacco. people to use 
the product safely. 


e NGOs should encourage 
national policies to reduce 
smuggling and to stop duty-free sales. 


e NGOs should work for pricing policies that 
support public health and advertising bans, both 
of which are parts of consumer protection. 


he 


Sustainable Development 


Implications of Tobacco Production and Use 
on Sustainable Development 


Dr. Thelma Narayan 
Coordinator, Community Health Cell, 
Society for Community Health Awareness, 
Research and Action, Bangalore, India. 


The health ill-effects of tobacco consumption are well- 
documented and have gained acceptance. A substan- 
tial, preventable burden of tobacco-attributable disease 
exists. Smoking accounts for almost half the deaths in 
middle age in some regions. Translating findings into 
policy action is slow and involves several stakehold- 
ers. It will continue to require support from tobacco 
control campaign groups. 


The Minnesota case and experience elsewhere high- 
lights the unsustainability of costs to individuals and 
to nations. In the state health services and within the 
health sector, resources to care for degenerative dis- 
eases are diverted away from basic and primary health 
care, community health and promotion services. 
Availability of scarce national resources are also 
reduced for productive investment in education, water 
and sanitation etc., 


@ How important is this for different countries and 
regions ? 

@ What are the other linkages 

between tobacco production, 


Tobacco processing and consumption 

; production to sustainable and equitable 

increases soil development and to environ- 
salinity and 


mental sustainability ? 

@ How much is it a consumer 
issue wherein the rights to 
health of individuals, fami- 
lies and peoples need to be 
seen in the context of profit 
needs of tobacco farmers and 
companies ? 


reduces the water 
table. Large scale 
felling of trees to 
provide fuel for 
curing occurs. 
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Ecological degradation occurs in many ways. 
Tobacco production increases soil salinity and 
reduces the water table. Large scale felling of trees 
to provide fuel for curing 
occurs. Smoking is also 
responsible for accidental fires 


in industry, agriculture and for degenerative 


diseases are 


forestry. 
diverted away 
However, financial yields from =e - vate 
and primary 
tobacco are triple that of other 
health care, 


crops. The state gets substantial 
revenue from the tobacco 
industry. In Asia, Government 
Tobacco Development Boards 
promote tobacco by offering 
subsidies and price support systems. It provides 
employment for a substantial number of people 
required for planting, growth, curing, grading, collec- 
tion of “temBurni” plant leaves by tribal peoples and 
beedi rolling by low income marginalised workers, 
particularly women and children. Thus livelihoods 
are dependant on tobacco. 


community health 
and promotion 
services. 


Replacement of tobacco is complex, involving 
government, communities, and a host of cultural and 
economic issues. Tobacco control is thus a develop- 
ment issue and by virtue of the magnitude of the 
problem caused, it should be a priority issue. 


@ /s it getting the attention it deserves? 

@ What area specific and regional / global strategies 
and partnerships can we develop for an accelerated 
tobacco control campaign? 


Resources to care 
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NGOs: Action in International Medicine, International 
Society of Nurses in Cancer Care, IUATLD, Salvation Army 
International, Smoke-free Media 


Other: TFI, UNICEF 


Long-term goals: 


e Break the tobacco industry influence over polit- 
ical and economic activity in low and middle- 
income countries by lobbying governments with 
economic arguments about tobacco growing and 
consuming and realistic, practical alternatives. 


e Lobby for fairer international trade regulations 
that will favour the development of these coun- 
tries. 


e Increase awareness and empower grassroots 
activities. This means taking into account reli- 
gious and cultural factors as well as the political, 
economical, social and technological factors. 
Without essential involvement and co-operation 
from each indigenous population, it will not be 


possible to have multi-disciplinary and repre- 
sentative approaches to this global problem. 


Short-term activities: 


e Improve systems of information dissemination 
(i.¢., from international to national to community 
level). Integrate improved information resources 
into existing resources, structures and activities. 


e Identify appropriate media/journalists and chan- 
nel information to them. 


e Involve non-smokers in action. 


e Maximise the role of women in social change 
(especially where they are still mainly non-smok- 
ers). 


e Increase the awareness of a wider variety of 
NGOs and get them involved. Promote the 
founding of multi-sectoral coalitions. 


_ e Support FCTC at national/ regional/international 


level. Pressure governments at the national level, 
forming a complement to WHO’s governmental 
approach. 


e Explore opportunities for legal action/legisla- 
tion. 


Examples of Tobacco Control Actions 


At the International Level 


e Make all activities (conferences, meetings) and 
working areas of your organisation smoke-free. 
Smoking zones, if necessary, should be well-venti- 
lated, and outside of areas of public passage. 


e Provide information about tobacco in your organi- 
sation’s bulletin/newsletter, website: 


- tobacco industry activity, 

- prevalence and consumption data, 

- health and economic consequences now and in 
future, 

- suggestions for quitting smokers, 

- importance of tobacco control to advance your 
organisation’s mandate, 

- information about the Framework Convention to 
garner support, 

- calls for action and advocacy. 


e Include tobacco control as a topic of your organisa- 
tion’s conferences. 


e Distribute the proceedings of this conference widely. 
e Become an active member of INGCAT. 


e Inform others about your tobacco control activities 
via INGCAT. 


e Designate someone to be responsible for tobacco 
control activities. That person can then join 
Globalink, the UICC electronic network for tobacco 
control advocates. 


e Subscribe to Tobacco Control; submit articles about 
tobacco control in terms of your organisation’s man- 
date to Tobacco Control; provide subscriptions for 
your affiliates in low income countries. 


e Become involved in strategy, planning and advo- 
cacy for the Framework Convention. 


e Encourage other NGOs with which you have rela- 
tions to become involved in tobacco control; and to 
become involved in the process of the Framework 
Convention. 


e Encourage research concerning tobacco control in 
relation to your mandate: provide funding, com- 
mission studies, encourage your scientific journal to 
publish articles about tobacco. 


i 


e Include mention of tobacco control in your press 
conferences and other types of contact with the 
press. 


e Gather experts to develop declarations and position 
papers that consider the importance of tobacco 
control in the organisation’s mandate. 


e Create links between your organisation’s website 
and tobacco control websites. 


e Attend and present your activities at the 11" World 
Conference on Tobacco Or Health in Chicago, in 
August, 2000. 


e Provide funding to send national delegates from low 
income countries to tobacco conferences, 
particularly the 11th World Conference. 


In Relation to National Affiliates 


e Send tobacco control activity questionnaire to all 
affiliate members. 


e Encourage adoption of tobacco control activities. 
e Monitor action and commitment of national affiliates. 


e Include information about tobacco control activi- 
ties of national affiliates in the organisation’s bul- 
letin/newsletter and on the website. 


e Encourage national affiliates to join or create 
national coalitions to fight tobacco. 


e Encourage national and regional conferences to 
include tobacco control in conferences and meet- 
ings. 


e Encourage national affiliates to join in the process 
of the Framework Convention, and to lobby national 
members, the national government and the public for 
support. 


e Encourage national affiliates to allocate resources 
for a designated staff person to include monitoring 
of tobacco issue in job description. 


e Encourage national affiliates to include tobacco con- 
trol issues in their contacts with the press. 


e Ask national affiliates to suggest ways the inter- 
national body can help them to add on tobacco 
control activities. 


Conclusions 


Already over 60 million people could have lived 
longer in better health if they had not used tobacco; 
and the number is rising dramatically. The tobacco 
epidemic is not purely a medical problem, but a phe- 
nomenon that affects equity, justice and developmen- 
tal potential for all of the people of the world. Tobacco 
control and prevention activities are important ele- 
ments to include in programmes to protect children, 
enable healthy choices, promote sustainable develop- 
ment, reduce suffering and early death, reduce 
poverty, protect human rights and eliminate exploita- 
tion These proceedings of the NGO mobilisation 
meeting look at various issues concerning the tobacco 
epidemic, and identify actions we can take as NGOs 
to advance tobacco control and prevention in the 
world. 


NGOs can play a vital role in influencing the social 
change necessary to reduce the high toll of tobacco 
use. NGOs strongly united in purpose and in action 
can influence governments, public opinion and 
individual behaviour. The better the coordination 
and collaboration, the more powerful our influence 
will be. 


NGOs are not alone in their fight against tobacco. 
UN agencies are taking a strong stand against this 
growing epidemic with WHO in the lead. A major 
step in international tobacco control is the elaboration 
of an international treaty, the Framework Convention 
for Tobacco Control, being facilitated by the WHO. 
Even though the resources within WHO and the NGO 
community are minimal compared to the immense 
wealth and power of the tobacco industry, there are 
strong signs that the tobacco control movement is 
gaining momentum. The private sector is also becom- 
ing more involved in tobacco control and in support- 
ing the efforts of WHO and NGOs. 


NGOs need to make an assessment of their organisa- 
tion’s attitude and actions regarding tobacco preven- 
tion and control. It is the responsibility of each NGO 
to determine feasible actions to undertake to further 
the health and interests of their constituencies. They 
can communicate their actions in different ways, either 
by publishing them in their own publications and 
websites, in scientific journals such as the interna- 


tional journal Tobacco Control, or less formal publi- 
cations such as INGCAT Update, the IUATLD 
Bulletin on Tobacco and Health and others. 


One of the important milestones in international 
tobacco control will be the 11" World Conference on 
Tobacco Or Health, in Chicago, USA, from 6-10 
August, 2000. This conference will provide an excel- 
lent opportunity for NGOs to exchange ideas and 
experiences about tobacco control. We urge all NGOs 
to plan to attend this important conference, to present 
their activities to combat the tobacco epidemic, and to 
discuss with other NGOs about difficulties and 
successes. 


INGCAT is committed to developing collaboration 
with all interested NGOs, disseminating information 
about the Framework Convention on Tobacco Control 
and other tobacco-related issues, reaching out to 
organisations that do not have ready access to such 
information and recruiting as many partners as 
possible to become active in tobacco control. 


Unchecked, the number of tobacco deaths will grow 
beyond our imagining: within one generation, we 
will see 100 million people 
dying over a decade. To reduce 
the extent of this public health 
disaster in the next millen- 
nium, we all have to act now. 
We have a window of oppor- 
tunity; we must open it. 


NGOs strongly 
united in purpose 
and in action 

can influence 
governments, 
public opinion 
and individual 


INGCAT, the International wien 


Non Governmental Coalition 

Against Tobacco, was founded 

in 1995 by the International Union Against Cancer, 
the International Union Against Tuberculosis and 
Lung Disease and the World Heart Federation. It cur- 
rently has a membership of 61 members representing 
over 1000 NGOs in 160 countries. 


INGCAT provides advocacy, information dissemina- 
tion and encouragement for tobacco control initiatives 


at all levels. 
Ae 


List of participants 
International INGCAT NGO Meeting 


Dr. Theodor Abelin 

World Federation of Public Health Associations 
Dept of Social & Preventive Medicine, Univ. of Bern 
Finkenhubelweg 11 

3012 Bern 

Switzerland 

Tel: + 41 31 631 35 11 

Fax: + 41 31 631 35 20 

Email: abelin@ispm.unibe.ch 


Ms Stella Aguinaga Bialous 

International Society of Nurses in Cancer Care 
676 Funston Ave 

San Francisco CA 94118 

USA 

Tel: + 1 415 876 2990 

Fax: + 1 415 876 0524 

Email: stella@bialous.com 


Ms Mary Assunta 

Media Officer 

Consumers Association of Penang 
288 Jalan Macalista 

10400 Pulan Penang 

Malaysia 

Tel: + 60 4 229 3511 

Fax: + 60 4 229 8106 

Email: assunta@cap.po.my 


Prof. Pierre Bartsch 

European Network for Smoking Prevention (ENSP) 
48, rue de Pascale 

1040 Bruxelles 

Belgium 

Tel: + 32 22 30 65 15 

Fax: + 32 22 30 7507 

Email: info@ensp.org 


Mr Clive Bates 

Director 

Action on Smoking and Health (London) 
102 Clifton Street 

London EC2A 4HW 

UK 

Tel: + 44 171 739 5902 

Fax: + 44 171 613 0351 

Email: clive.bates @ dial.pipex.com 


Ms Z. Ketsella Bendow 
UNICEF 

Palais des Nations 

1211 Geneva 10 
Switzerland 

Tel: + 41 22 909 55 11 

Fax: + 41 22 909 59 08 
Email: zbendow @unicef.ch 


Mr Patrick Bertrand 

Development Officer 

International Union Against Tuberculosis and Lung 
Disease (IUATLD) 

68 bld Saint-Michel 

75006 Paris 

France 

Tel: + 33 1 44 32 04 42 

Fax: + 33 1 43 29 90 87 

Email: pbertrand @iuatld.org 


Mr Douglas Bettcher 
Tobacco Free Initiative (TFI) 
World Health Organization 
20, avenue Appia 

1211 Geneva 27 

Switzerland 

Tel: + 41 22 791 4253 

Fax: + 41 22 791 4832 
Email: bettcherd @ who.ch 


Dr. N. E. Billo 

Executive Director 

International Union Against Tuberculosis and Lung 
Disease (IUATLD) 

68 bld Saint-Michel 

75006 Paris 

France 

Tel: + 33 1 44 32 03 60 

Fax: + 33 1 43 29 90 87 

Email: nilsbillo@compuserve.com 


Ms Karen Bissell 

Projects and Communication 

INGCAT 

68 bld Saint-Michel 

75006 Paris 

France 

Tel: + 33 1 44 32 0441 

Fax: + 33 15301 0698 or + 33 1 43 29 90 87 


Email: kbissell @ingcat.org 
A* 


Dr. Kjell Bjartveit 
President 


International Union Against Tuberculosis and Lung 


Disease (IUATLD) 
Fridtjof Nasens vei 24B 
0369 Oslo 

Norway 

Tel: + 47 23 12 00 00 
Fax: + 47 23 12 00 O1 
Email: kjebja@online.no 


Ms Ruth Bonner 
International Baccalaureat Schools 
(c/o WHO) 


Dr. Corinne M. Bretscher-Dutoit 

Vice President 

Medical Women's International Association 
Bachmattweg 5 

3400 Burgdorf 

Switzerland 

Tel: + 41 31 323 8736 

Fax: + 41 31 323 8840 

Email: corinne.bretscher@ bag.admin.ch 


Dr. Gro Harlem Brundtland 
Director General 

World Health Organisation 
20, avenue Appia 

1211 Geneva 27 

Switzerland 


Ms Marianne Burle de Figueiredo 
Executive Director 

World Heart Federation (WHF) 

PO Box 117 

1211 Geneva 12 

Switzerland 

Tel: + 41 22 34 76 755 

Fax: + 41 22 34 71 028 

Email: worldheart@compuserve.com 


Dr. Jie Chen 


Executive Director, Non-communicable Diseases 


World Health Organization 
20, avenue Appia 

1211 Geneva 27 
Switzerland 


Ms Marlo Corrao 
Program Manager 
Tobacco Control Country Profiles Project 


American Cancer Society National Home Office 


1599 Clifton Road 

Atlanta GA 30329-4251 
USA 

Tel: + 1 404 327 6554 

Fax: + | 404 327 64 50 
Email: mcorrao @cancer.org 


Ay» 


Captain André Cox 

Communication Secretary 

The Salvation Army 

Laupenstr. 5 

3001 Bern 

Switzerland 

Tel: + 41 31 388 05 91 

Email: Andre_Cox@SWL.salvationarmy.org 


Ms Silvia Cox 

The Salvation Army 

Laupenistrasse 5 

3001 Bern 

Switzerland 

Tel: + 41 31 388 05 65 

Email: Silvia_Cox @swi.salvationarmy.org 


Prof. Elif Dagli 

European Respiratory Society 
Marmara University 

Hospital Altunizade 

81190 Istanbul 

Turkey 

Tel: + 902 163 266 551 (hosp) 
Fax: + 902 164 119 046 

Email: edagli@superonline.com 


Dr. Nils Daulaire 

President 

Global Health Council 

1701 K Street N.W. Suite 600 

20006 Washington D.C. 

USA 

Tel: + 1 202 833 5900 

Fax: + 1 202 833 0075 

Email: daulaire @ globalhealthcouncil.org 


Mr Greg Deener 

GlaxoWellcome 

Five Moore Drive, PO Box 13398 
Research Park Triangle 

North Carolina - 27709-3398 

USA 

Tel: + 1 919 483 8194 

Fax: + 1 919 483 0473 

Email: gd41086 @ glaxowellcome.com 


Mr Mark Dickinson 

Director of Medical Communications, Smoking Control 
World Self-Medication Industry (WSMI) 

Three New Horizons Court 

TW8 9EP Brentford Middlesex 

UK 

Tel: + 44 181 975 2835 

Fax: + 44 181 975 27.65 

Email: mark.j.dickinson @sb.com.uk 


Dr. Jean-Francois Etter 

Institut de médecine sociale et préventive 
Université de Genéve, 

CMU-Case postale 

1211 Geneva 4 

Switzerland 

Tel: + 41 22 702 59 57 

Fax: + 41 22 322 13 39 

Email: etter@cmu.unige.ch 


Dr. Jonathan Foulds 

Psychology Department, Surrey University 
Guildford GU2 5XH 

UK 

Tel: + 44 1483 259 433 

Fax: + 44 1483 259 553 

Email: j.foulds @ surrey.ac.uk 


Ms Judith Glanz 

International Programs 

Campaign for Tobacco-Free Kids 
1707 L Street, NW Suite 800 
Washington DC 20036 

USA 

Tel: + 1 202 296 5469 

Fax: + 1 202 296 5427 

Email: jglanz @tobaccofreekids.org 


Dr. Jonathan Gnanadason 
Commission of Churches 

of the World Council of Churches 
150 route de Ferney 

PO Box 2100 

1211 Geneva 2 

Switzerland 

Tel: + 41 22 791 61 11/60 62 

Fax: + 41 22 791 64 06 / 7888 136 
Email: jng@bluewim.ch 


Mr Emmanuel Guindon 
Tobacco Free Initiative (TFI) 
World Health Organization 
20, avenue Appia 

1211 Geneva 27 

Switzerland 

Tel: + 41 22 791 21 11 


Mr David Graham 

World Self-Medication Industry 
c/o Pharmacia & Upjohn 

Box 941 

SE 251 09 Helsingborg 

Sweden 

Tel: + 46 42 28 84 31 

Fax: + 46 42 28 80 20 

Email: david.graham @eu.pnu.com 


Dr. Nigel Gray 

European Institute of Oncology 
Div. Epidemiology & Biostatistics 
Via Ripamonte 435 

20141 Milan 

Italy 

Tel: + 39 2 57 489 815 

Fax: + 39 2 57 489 813 

Email: ngray @ieo. it 


Ms Anne Hafstad 
Journalist Haftenposten 
Akersgt. 51 

P.O Box 1178 

Sentrum 

0107 Oslo 

Norway 

Tel: + 47 22 86 36 89 
Fax: + 47 22 863896 


Prof. Gerard Hastings 

Head 

Department of Marketing, University of Strathclyde 
Stenhouse Building, 173 Cathedral Street 

Glasgow G4 ORQ 

UK | 

Tel: + 44 141 548 3197 (Ext 3734) 

Fax: + 44 141 552 2802 

Email: g.hastings @strath.ac.uk 


Mrs Gudrun Haupter 

Liaison Officer with WHO 
International Alliance of Women 
Pfalzring 155 

67112 Mutterstadt 

Germany 

Tel: + 49 62 34 14 06 

Fax: + 49 62 34 92 02 16 

Email: Haupter@t-online.de 


Prof. A.J. Hedley 

APACT 

Faculty of Community Medicine 
University of Hong Kong 

7, Sassoon Rd 

Kowloon, Hong Kong 

Chine 

Tel: + 852 2819 9280 

Fax: + 852 2855 9528 

Email: commed @hkucc.huk.hk 


Mrs Pnina Herzog 

President 

International Council of Women (ICW) 
3 Brenner Street 

92103 Jerusalem 

Israel 

Tel: + 972 2 623 42 35 

Fax: + 972 2 624 31 44 

Email: icw2000 @netvision.net.il 


A 


Prof. Albert Hirsch 

International Liaison Group Tobacco or Health 
Service de Pneumologie, H6pital Saint-Louis 

| ave. Claude Vellefaux 

75475 Paris Cedex 10 

France 

Tel: + 33 1 42 49 96 18 

Fax: + 33 1 42 49 93 95 

Email: a.hirsch @chu-stlouis.fr 


Mr Mathew Hodge 
Tobacco Free Initiative (TFI) 
World Health Organization 
20, avenue Appia 

1211 Geneva 27 

Switzerland 

Tel: + 41 22 791 21 11 


Mr Ruben Israel 

International Union Against Cancer - Globalink 
3 rue du Conseil-Général 

1205 Geneva 

Switzerland 

Tel: + 41 22 80 91 855 

Fax: + 41 22 8091 810 

Email: israel @ globalink.org 


Dr. M. Jegathesan 

Coordinator 

Council on Health Research for Development 
(COHRED) 

United Nations Development Programme 
Palais des Nations 

1211 Geneva 10 

Switzerland 

Tel: + 41 22 917 85 58 

Fax: + 41 22 917 80 15 

Email: medical @cohred.ch 


Mrs Murielle Joye 

Co-President 

International Federation of University Women 
8 rue de I'Ancien Port 

1201 Geneva 

Switzerland 

Tel: + 41 22 744 17 67 

Fax: + 41 22 744 17 68 

Email: ifuw @ifuw.org 


Marie Héléne Leclercq 
Technical Officer 

World Health Organisation 
20, avenue Appia 

1211 Geneva 27 
Switzerland 

Tel: + 41 22 791 3454 
Email: leclercqm @ who.ch 


Ae 


Ms Thérése Lethu 
President 

Média Sans Tabac 

26, rue d'Armaille 

75017 Paris 

France 

Tel: + 33 1 45 74 22 56 
Fax: + 33 1 45 74 42 15 
Email: europhar@aol.com 


Ms Karen Lewis 

Tobacco Free Initiative (TFI) 
World Health Organisation 
20, avenue Appia 

1211 Geneva 27 

Switzerland 

Email: lewisk @who.ch 


Mr Bjorn Lilliehook 

Swedish Heart & Lung Foundation 
Kungsgatan 30 

111 35 Stockholm 

Sweden 

Tel: + 46 84 11 01 74 

Fax: + 46 87 23 17 25 


Mr Hamzah Sidang Mohamed 

Honorary Secretary 

International Federation of NGOs for Prevention of 
Drug & Substance Abuse (IFNGO) 

8 Jalan Ledang 

50480 Kuala Lumpur 

Malaysia 

Tel: 00 60 3 255 18 96 / 254 11 90 

Fax: 00 60 3 255 18 97 / 254 32 33 

Email: pemadam @po.jaring.my 


Dr. Judith Mackay 

Asian Consultancy on Tobacco Control 
Riftswood, 

9th Milestone, DD 229, Lot 147 
Clearwater Bay Road, Sai Kung 
Kowloon, Hong Kong 

China 

Tel: + 852 2719 1995 

Fax: + 852 2719 5741 

Email: jmackay @pacific.net.hk 


Dr. Roberto Masironi 

European Medical Association on Smoking & Health 
(EMASH) 

and 

World Federation of United Nations Associations 
33 rue Prulay 

1217 Meyrin 

Switzerland 

Tel: + 41 22 78 20 145 

Fax: + 41 22 78 20 266 

Email: rmasironi@compuserve.com 


Mr Robin J. Menes 
American Medical Association 
1175 Cook Road Suite 320 
Orangeburg SC 29118 

USA 

Tel: + 1 803 536 2555 


Mr Jean-Louis Meuret 

Executive Director 

General Association of International Sports Federations 
26, route de Grand Vaux 

1036 Cully 

Switzerland 

Tel: + 41 21 799 11 82 

Fax: + 41 21 799 15 46 

Email: meuret.sport @ bluewin.ch 


Ms Kathy Mulvey 
Executive Director 
INFACT 

256, Hanover Street 
Boston MA 02113 

USA 

Tel: + 1 617 742 4583 
Fax: + 1 617 367 0191 
Email: infact @igc.apc.org 


Ms Emma Must 

International Campaign Manager 

Action on Smoking and Health (London) 
102, Clifton Street 

London EC2A4HW 

UK 

Tel: + 44 171 739 5902 

Fax: + 44 171 613 0531 

Email: emma.must @ dial.pipex.com 


Dr. Thelma Narayan 

Community Health Cell 

off-367, lst main, Jakkasandra 
Bangalore 560034 

India 

Tel: + 91 80 553 1518 

Fax: + 91 80 55 25 372/55 333 58 
Email: sochara@vsnl.com 


Dr. Saloney Nazeer 

Consultant 

International Federation of Gynecology and Obstretrics, 
FIGO 

Dept. of Gyn & Obst. Geneva University Hospital 
33, bd de la Cluse 

1211 Geneva 14 

Switzerland 

Tel: + 41 22 382 44 18 

Fax: + 41 22 382 43 13 

Email: nazeer@dim.hcuge.ch 


Ms Inger S. Nordback 
Soroptimist International 
8 ch du Jura 

1299 Crans, Vaud 
Switzerland 

Tel: + 41 77 61 138 

Fax: + 41 77 68 838 
Email: nordback @span.ch 


Ms Martha Osei 

World Health Organisation 

Regional Office for South-East Asia 
World Health House 

Indraprastha estate, Mahtma Gandhi Road 
New Dehli — 110002 

India 

Tel: + 91 11 331 78 04 

Fax: +91 11 331 8607 

Email: post master@ whosea.org 


Mr Joe Patterson 
Senior Consultant 
American Cancer Society 


1599 Clifton Road 


Atlanta Georgia 30 329 
USA 

Tel: + 1 404 290 1885 
Fax: + 1 404 290 1885 
Email: jpatter19@aol.com 


Dr. Martina Pétschke-Langer 

Head of Executive Office, Cancer Prevention 
Deutsches Krebsforschungszentrum 

Im Neuenheimer Feld, 280 

69120 Heidelberg 

Germany 

Tel: + 49 6221 42 30 08 

Fax: + 49 6221 42 30 20 

Email: M.Poetschke-Langer @ dkfz-heidelberg.de 


and 

European Network on Young People 
and Tobacco (EN YPAT) 

Fax. +358 9 4771 196 

Email: meri.paavola@ktl.fi 


Mrs Conchita Poncini 

Co-President 

International Federation of University Women 
8 rue de I'Ancien Port 

1201 Geneva 

Switzerland 

Tel: + 41 22 744 17 67 

Fax: + 41 22 744 17 68 

Email: ifuw @ifuw.org 


Prof. Pekka Puska 

Director 

Division of Health and Chronic Diseases, KTL 
Department of Epidemiology & Health Promotion 
Manneerheimintie, 166 

00300 Helsinki 

Finland 

Tel: + 358 9 474 41 

Fax: + 358 9 4744 8338 

Email: pekka.puska @ktl.fi 


and 


International Union for Health Promotion and Education 


2 rue Auguste Comte 

92170 Vanves 

France 

Tel: + 33 1 46 45 00 59 

Fax: + 33 1 46 45 00 45 
Email: iuhpemcl @ worldnet.fr 


Dr. Eric R. Ram 

Director 

World Vision International 
6, chemin de la Tourelle 
1209 Geneva 

Switzerland 

Tel: + 41 22 798 41 83 

Fax: + 41 22 798 65 47 
Email: wvi.gva@ipsolink.ch 


and 
Chair, NGO Forum for Health 


Mr Lars Ramstrom 

Chairman 

Tobacco Dependence Section 

International Council on Alcohol and Addictions 
CP 189 

1001 Lausanne 

Switzerland 

Tel: + 41 21 32 09 865 

Fax: + 41 21 32 09 817 

Email: icaa@pingnet.ch 


Dr. Jerome A. Reinstein 

Director General 

World Self-Medication Industry (WSMI) 
WSMI Director General Office 

15 Sydney House, Woodstock Road 

W4 1DP London 

UK 

Tel: + 44 181 747 8709 

Fax: + 44 181 747 8711 

Email: wsmi@compuserve.com 


Dr. Edward Rosenow 

American College of Chest Physicians (A.C.C.P) 
3300 Dundee Road 

Northbrook IL 60062-2348 

USA 

Tel: + 1 847 498 5376 

Fax: + | 847 498 54 60 


he 


Dr. Yussuf Saloojee 

Executive Director 

National Council Against Smoking 
PO Box 23244 Joubert Park 2044 
Johannesburg 

South Africa 

Tel: + 27 11 720 61 77 

Fax: + 27 11 720 6177 

Email: ysalooje @iafrica.com 


Ms Lili Schiirch 

UN Representative 

World Association of Girl Guides and Girl Scouts 
(WAGGGS) 

70 chemin Belle Cour 

1213 Onex 

Switzerland 

Tel / fax: + 41 22 793 22 73 

Email: Ischurch @pbs.ch 


Mr David Simpson 
Director 

IATH 

24 Highbury Crescent 
London N5 1RX 

UK 

Tel: + 44 171 359 75 68 
Fax: + 44 171 704 80 86 
Email: ds @iath.org 


Dr. Karen Slama 
Coordinator 

INGCAT 

68 bld Saint-Michel 
75006 Paris 

France 

Tel: + 33 1 44 32 04 41 
Fax: + 33 1 43 29 90 87 
Email: kslama @ingcat.org 


Dr. Randolph D. Smoak 
Chair, Board of Trustees 
American Medical Association 
1175 Cook Road Suite 320 
Orangeburg SC 29118 

USA 

Tel: + 1 803 536 2555 


Ms Chitra Subramaniam 
Tobacco Free Initiative (TFI) 
World Health Organization 

20, avenue Appia 

1211 Geneva 27 

Switzerland 

Tel: + 41 22 791 3271 

Fax: + 41 22 791 4828 

Email: subramaniamc @ who.ch 


Mr David Sweanor 

Smoking and Health Action Foundation 
Non — Smokers’ Rights Association 

130 Albert Street, Suite 1903 

Ottawa, Ontario 

Canada, K1P 5GA 

Tel: +1 613 230 4211 

Fax: +1 613 230 94 54 

Email: nsraot@netcom.ca 


Mr Ghebrehiwet Tesfamicael 
International Council of Nurses 
3, place Jean-Marteau 

1203 Geneva 

Switzerland 

Tel: + 41 22 90 80 100 

Fax: + 41 22 90 80 101 

Email: tesfamic @uni2a.unige.ch 


Dr. Jim Thuesen Pedersen 

Editor, IUATLD News Bulletin on Tobacco & Health 
Danish Lung Association 

Dept. of Respiratory Medicine Aalborg Hospital 

900 Aalborg 

Danemark 

Tel: + 45 99 32 11 11 

Fax: + 45 98 16 81 73/00 45 38 74 031 

Email: veien @dadInet.dk 


Ms Sarah Trute 

Action in International Medicine (AIM) 
125 High Holborn 

London WC1V 6QA 

UK 

Tel: + 44 171 405 3090 

Fax: + 44 171 405 3093 

Email: actintmed @ aol.com 


Mr A. J. Turnbull 

Executive Director 

International Union Against Cancer (UICC) 
Rue du Conseil-Général 3 

1205 Geneva 

Switzerland 

Tel: + 41 22 809 18 11 

Fax: + 41 22 809 18 10 

Email: turnbull @ globalink.org 


Mr Jan C. Van Deth 

Netherlands Heart Foundation 

P.O Box 300 

Den Haag 2501 CH 

Netherlands 

Tel: + 31 70 315 5551 

Fax: + 31 70 381 9744 

Email: joke.den.hamer @ hartstichting.nl 


Mr Mike Waghorne 

Public Services International 

45 avenue Voltaire 

BP 9 

Ferney Voltaire 01211 Cedex 

France 

Tel: + 33 4 50 40 11 70 

Fax: + 33 4 50 40 73 20 

Email: Mike.Waghorne@world.psi.org 


Ms Patti White 

Health Education Authority 

Trevenyan House 30, Great Peter Street 
SW1P 2HW London 

UK 

Tel: + 44 171 413 18 70 

Fax: + 44 171 413 89 18 

Email: patti.white@hea.org.uk 


Dr. Elaine M. Wolfson 


Global Alliance for Women's Health, Inc. 


83 UN Plaza 

New York NY 10017 
USA 

Tel: + 1 21 22 86 04 24 
Fax: + 1 21 22 86 95 61 
Email: gawh @igc.apc.org 


Ms Lucinda Wykle-Rosenberg 
Research Director 

INFACT 

256 Hanover Street 

Boston MA 02113 

USA 

Tel: + 1 617 742 4583 

Fax: + 1 617 367 0191 

Email: lucinda.infact@juno.com 


Dr. Derek Yach 

Project Manager 

Tobacco Free Initiative (TFI) 
World Health Organization 
20, avenue Appia 

1211 Geneva 27 

Switzerland 

Tel: + 41 22 791 21 11 

Fax: + 41 22 791 48 32 
Email: yachd @who.ch 


Ms Barbara Zolty 

Tobacco Free Initiative (TFI) 
World Health Organization 
20, avenue Appia 

1211 Geneva 27 

Switzerland 

Tel: + 41 22 791 21 11 


RPT SS a . 


: 


INGCAT MEMBERSHIP 


Founding members: 
International Union Against Cancer 


International Union Against Tuberculosis and Lung Disease 


World Heart Federation 


Full members: 

American College of Chest Physicians 
American Lung Association 

Danish Lung Association 

European Respiratory Society 


Associate Members 

ADHUNIK, Bangladesh 

ADRA Cambodia 

Africa Tobacco Media Programme 

Agir pour le Gabon 

Alcohol and Drug Information Centre, Ukraine 

Antismoking Movement Interregional, Russia 

Asian Consultancy on Tobacco Control 

A.S.B.L. Hainaut-Santé, Belgium 

ASH Thailand 

Association Africaine d’ Education 
pour le Développement 

Association Burkinabe pour la Prévention 
de |’ Alcoolisme et des Toxicomanies (ABUPAT) 

Association Malienne de Lutte Contre le Tabagisme 

Association Togolaise de Lutte Contre 1’ Alcoolisme 
et le Tabagisme 

Atmata Kendram, Kerala State, India 

Australian Cancer Society 

British Medical Association 

CATU, Uruguay 

CDTMR, Vaucluse, France 

Chinese Association on Smoking or Health 

CIPRET, Geneva, Switzerland 

CLACCTA 

Croix-Bleue RDC/ Fédération Congolaise des 
Clubs, Associations et Centres Amis de l’?OMS 

Cyprus Non Smokers’ League 

Czech Committee of EMASH 

Deutsche Lungenstiftung E. V. 

Espérance, Mali 

Egyptian Society of Cardiology 

Health Humanitarian and Environmental Society, 
Ghana 


Heart Foundation of Jamaica 
IATH, International Agency on Tobacco and Health 
Independent Sobriety Association, Russia 
Indian Society Against Smoking 
International Nepal Fellowship 
International Union for Health Promotion 
and Education 
Israel Cancer Association 
Ligue Internationale contre le Tabac en Afrique 
et dans les Pays du Tiers Monde (Mauritanie) 
Ligue Vie & Santé (France) 
Living a Tobacco Free Atmosphere (LATFA)T, 
Tanzania 
MADNR/Aer Pur, Romania 
National Council for the Prevention of Alcoholism 
and Drug Dependency, Sierre Leone 
Non-smokers Association, Calcutta, India 
National Center for Tobacco-Free Kids, USA 
National Non-smokers Forum, Bangladesh 
Nigerian Heartcare Foundation 
Pakistan Society for Cancer Prevention 
Rural Development & Youth Training Institute, 
Kota, India 
Sanita Senza Fumo, European Institute 
of Oncology 
Société Syrienne Contre le Tabac 
Stivoro (Dutch Foundation on Smoking 
and Health), Netherlands 
Swarna Hansa Foundation, Sri Lanka 
Union Antitabaquica Argentina 
Victorian Smoking and Health Program, Australia 
Voluntary Health Association of India (New Dehli) 
Zambia Anti-Smoking Society Questionnaire 


INGCAT Questionnaire for International NGOs 


For questions 


he | & 2, please attach the specified documents if possible or write a short explanation in the space 


1. Your organisation’s mandate (please attach or summarise below) 


DOPORS SERS OD Dl eee eROeReeReRedenensecncancccccccccce 
PAPA MO OOOH REESE ESSE EE REEEEOEESOSESESOSE TEES EESE SESS EOESD OOOO SE OEOES ESOS ESS SEeneseseseeeeeseeeS 
SHSPSIASAS OSAMA AT ORSORRAR RN EReeneremanecnccarccccosecces 
SPOOR POO O See seseseeeeesessces 
PP OPO POPOPOROOSOn Deere conesenecencacececce 
PP PAPA OOO REROORORODED ODED ODD ODDO OOOEAEEEOEOOEROSSOO OOOO OS EDO C220 SSS00 00s EER eeereseseenerenseseccen£ce+nSsetceceeeeeesonene 
SHSASTA SS eRe RSet Oe meReSeeRSEReeneceessecescoeccencencecancen 
SPORAAAAL9S2 6000000020 OC RORROERRRO Enea Sn0nd00n0n0000n0 
POPP HOSOOMEDOOOR ORES EOE E ODED EEE HEHEHE SEES EEEEESEDOSOOSOCOEDEESEESESESSOSEESEESEESSOSOSOSES ESOS OES EEESeCeseceeoecesene® 


EPOMSMMH ME MOC ORS ORDER Dees OEesesenreesecceresccccnce 
SOOM POOP ter eeerensensseessseseseses 
POPP H OOOO eDereeesenenesoneseseeseenseseseseces 
HPPA OOOO OOH EOE EE HSE O ED ESEOSOEEEEEEOSOEOEESOEES ESSE EEO EESESESESESESEEEESOSESE SEES OSES SEES OEESESeeeeeeeeee® 


TATOO Re Reem eee Re eee twee eee ee eeeeeeeenee 
TTPO OOO Reem meee eee e eee sees eeeseseses 
POPP M Oem ene meeeessesereseeeeesssssossssssesecess 
OOOO OPO OOOO OO EEO OO DOE OOOO OOO EDO AEDOOOOOOSO DODO D SESE ESSE EO SEO OEO ORO SOOO DOS OAreeesercecececesesceeeesesensseseeeeeseecenereseesccooseesooenes 
ieee eee eee ee eee eee eee ee ee ee 
SOPHO SO COR OSOOOETORE SEDO SEOReDesesocooceoonecceneconooCe 
CORO OPPRAEHOT OREO O OOOO DOOD ODO LOLOL EO LOOP RERSOEOOD00.0000000000500000000008 000009000 8:6.00.0000.00000.000009000000000000600000008000008000000000000000000 Cen" 
POOR TRH H RRR HEE ERO eee ewan eeee eee seeeneseseesesseneseses 
PISASSSSSOO0PADe He 000002000. CPRURERAROROS EC One 010.0 0.000029.0.00.000000000sAee GORDA seRn 5000000 0.0.0.0.0.900.00600000RaRAMEMARSIE Ae 
POET RT OEE eee REE HEE HEE EEE H EEE EEE EE SEES EEE EEE SHEE EEEEE EEE EHH EE EEE EEE EEE SHEERS 


SUHSA AMOK CSS ereereresereEsasewesevesrccoercleceEsoeleecccCelneeeeenenecesencoceecccceoees 
POOP CeO m OOO eH SOA ROREAEAECOOOLOOOR DOE EE DEDEDOOO OOOO DORE OPOEOEO DOLE LOO DOORS EOD ee OOeeeeDeDsoareeaadonesesecocesscceceocencnonssesebEessesenepesssecesscssesoeeesbeenee 


3. How many members does your organisation have? a) National ASSOCIATIONS. ................c.-seeeeenee 
b) individuals ..........0¢eeeee ee 


4. What is your PYG SET EG 01 a, 
b) annual budget for health issues? .............cccsesessscssssssssseeeee 
c) annual budget for tobacco control? 


FORO eO Ree eee eee eee eee ee eee eases eeeeeee 


5. What is your policy on tobacco control? 


SORE RRR REET EERE EERE EEE HEHE EEE EEEE EE EEE EEE HEHE EE EEEEEEEEEEEEEEEESESESE SESE TEESE EEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEESEEESESESESEEEEEEHEEEEEEEEEEESEEEEEH HEHEHE EEE EEEEEEEEEH EEE HEHEHE EE EEEEE EEE EHEEEE HEHEHE HEHEHE HEHE EEE HEHE EEE HERE ES 
Cee RRR ERE E EERE RHEE EEE EEE EEE EEE E HEHEHE HEHE EEE EEE H HEHE HEHEHE EEE EEE EES EEESESESESS SHEE HEROES EEEEEEE EEE EEE E OOH EESE SEES EEEEEEES EOE E EEE EE SEES SEES HEHE EEE EEEEEEEEE HEHEHE EEE E HEHEHE EHEE HEHEHE HES EEE EEE EE HEHEHE EE EERE H EERE HEE EE 


Ree eee eRe eRe EEE EE EEE ESSE EEE HEHE ESHEETS THESE EEEEEEEEEEEEEEEEEEESEEEEESEEEEEEEEEEEEEEEEEEEEEEESEEEEEEEEEEEEEEEEE HEHEHE EEEEHEEE HEHEHE HEHEHE HE SESE EEEEEH HEHEHE HEHEHE EEE HEHEHE HEH 
Peer ee eee ee eee eererrrr tre rir teeter 


6. Are your conference smoke-free events? Yes) NoU 
7. Are your offices smoke-free? Yes Noll 


8. Do you undertake activities in tobacco control on an international level? 
YesO No 


9. Does your organisation belong to a network in the fight against tobacco? 
@ regional (PIEASE SPECILY) —ceeceserveicecsvessecessseerseeevtnnoreemnteesscsineets i014: aE 
@ international (Please Specify) .........cccccceccceessssseeeeesemnnssnseeeeeesssusnsssnseeeesssnnnnnnseneees 


10. Do you believe an international treaty about tobacco is essential for successful tobacco control? 
Yes NoW 


11. Do your national members have activities in tobacco control? 
All =) 
Some LJ HOW EEIREEY? ccccsscveveveecsesetnonen 
Don’tknow (I 


12. Do you participate in World No Tobacco Day? YesQ No 
13. Does tobacco figure in your scientific publications? Yes No 
14. Does tobacco figure in your bulletin/newsletter to members YesQ NoQ 


15. Does tobacco figure in any other written material you produce? 


e brochures about your organisation QO 

e educational material J 

e website QO 

e other (please specify) SR EE 

16. Have you ever had contact about tobacco issues with: 

e media? YesQ NoU 

@ government? Yes NoQ 

e other organisations? Yes NoQ 


17. Have you heard of the Framework Convention on Tobacco Control? 
: YesQ No 


18. Is tobacco a problem that should be addressed with regard to: 


On a scale of I (not at all) to 10 (definitely) 


e children? ; a | Pf O_o 
I 2 3 4 5 6 7 8 9 10 

@ women? | ee sf 
I 2 3 4 5 6 7 8 9 10 

@ men? So oe oe ee a a 
I a 3 4 5 6 7 8 9 10 

@ sustainable development? eee eee Le ME We A 
i 2 3 4 5 6 7 8 9 10 

e human rights? ey Mee, a Me er Me 
7 I 2 3 4 5 6 7 8 9 10 

@ consumer protection? eee Sees ay Ae eee 
1 2: 3 4 3 6 7 8 9 10 

@ poverty? ee Ss el ee A MR 
i 2 3 4 5 6 7 8 9 10 

@ environment? a me ee ee | / / —_* 
1 2 3 4 3 6 7 8 9 10 

e films, video clips, etc? ee Kae | es Ae er 
I 2 3 4 5 6 7 8 9 10 

e other? (pl specif ne a 
erase pecify) / 5 / 5 / j / ‘ /—_i___f___f___/___ 


19. Would you consider including links to tobacco control websites on your website? 


Yes) No 

20. Do you work with journalists? Yes NoW 
Would they be interest in tobacco control issues? Yes No 

If so, would you be willing to convey such information? Yes) NoW 
would you prefer INGCAT to contact them? Yes) NoW 


21. Would you consider distributing material about tobacco to your members? 
Yes NoW 


If not, please specify reason (eg. lack of funds, not relevant...) 


TET ES TE T TERETE EEE T EER EE EEE HSE CEEE SESE SEER E SES SE SEH E ESSER REESE EE EO EES 


Thank you very much for taking the time to fill out this questionnaire. 


fq 


Pp os 


